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Tue crux of Bumm and Blumreich’s argument is in the sentence 
quoted in the billet: “I do not think that two different interpreta- 
tions should be allowed. The only solution of the difference of 
opinion is that one of us (either Dr. Barbour or ourselves) is mistaken 
in his interpretation of the microscopic findings.” And to prove 
themselves right, they make me wrong in the interpretation of my 
microscopic findings. In self-defence I have disinterred the micro- 
scopic sections of some 18 years ago, and have had new photographs 
taken. ‘‘ Another Druce case ”—I hear some Fellow of the Society 
wittily remark. It is, Gentlemen, and the evidence goes to show 
that, in this case at least, the Cervix did not masquerade as Lower 
Uterine Segment. 

While Bumm and Blumreich’s Paper, “ Ein neuer Gefrierschnitt 
durch die Leiche einer in der Austreibungsperiode verstorbenen 
Kreissenden und seine Bedeutung fiir die Lehre vom unteren 
Uterinsegment,” was read before the Gynecological Society in Berlin 
in November, 1905, the Atlas itself was not published till March, 
1907, and only came into my hands last autumn. At the same time 
I received also Zangemeister’s Section of a case of Rupture of the 
Uterus. The two Sections I, therefore, consider together. 

In this paper I propose to give :— 

I. A brief historical sketch of the present view regarding the 
Lower Uterine Segment. 
II. A statement of the position taken up by Bumm and 
Blumreich. 
III. A criticism of that position. 
IV. A note on Zangemeister’s Section. 


* Read before the Edinburgh Obstetrical Society on March 11th. 
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I. 

An historical sketch of the “Lehre” concerning the Lower 
Uterine Segment, which goes back to Birnbaum’s Habilitationsschrift 
in 1841, is necessary to understand the significance of the question 
at issue. The term “ Lehre” is one of those untranslatable German 
words; it might be rendered “ teaching,” “ received view,” “ theory,” 
or “opinion,” none of which are however adequate. Were it not 
pedantic, I should borrow the theological term “the development 
of the doctrine” regarding the Lower Uterine Segment. 


Braune’s classical Section (3), published in 1870, of a woman who 
had drowned herself while labour pains were going on, showed labour 
in the second stage, an unruptured bag of membranes at the vulva, 
and what he described as the “cervix uteri” stretched until it 
measured 4°4 in. (11 cm.) in front, and 4 in. (10 em.) behind. No 
microscopic examination of the tissues was made, and the soft parts 
had to be destroyed, so as to construct the bony skeleton. Braune 
himself said to Singer that he could not recall all the particulars 
which led him and Schatz to mark the line in question “ orificium 
uteri internum.” * 


Four years later Band] (4) wrote that in his former paper on 
“Rupture of the Uterus and its Mechanism” he had not clearly 
understood the relations of the cervix, thinking that the long cervix 
of Braune’s Section was produced by labour. The object of his 
present Paper was to prove that it was developed slowly during the 
last three months of pregnancy. He accepted Miiller’s (2) descrip- 
tion of the cervical canal as measuring at the end of pregnancy from 
2 to 1} ins. in length, but was not satisfied that it represented the 
whole 1°4 ins. virgin cervix of Henle and Luschka. Were the cervix 
of Miiller stretched on the fetal head in the second stage of labour, 
it would become “ thin as a gold-leaf.” Braune’s cervix of labour, 
therefore, cannot be Miiller’s cervix of pregnancy, but includes a 
portion of the cervix which, during the later months of pregnancy, 
has become converted into the Lower Uterine Segment. 


The frozen Section by Chiara (5), taken from a IV-para who 
died of syncope during spontaneous version of the fetus, and 
published in 1878, drew attention to the thinning that the lower 
portion of the uterus undergoes in cases of impacted transverse 
presentation, without giving exact anatomical data as to what is 
cervix and what is lower segment. It is a snapshot of the fcetus 
during the act of spontaneous version: “caught in act by corpsy 
congelation,” as the English translation of the text, with an uncon- 
scious touch of humour, phrases it. 


* Singer: “Ein letztes Wort zur Cervixfrage.”—Deut. Med. Wochenschr, 
Nos. 24 and 25, 1882. 


The figures in brackets refer to the literature given at the end of this paper. 
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Passing over contributions by Angus Macdonald, Leopold, Miller, 
Langhans, Sanger and Marchand, we come to an important mono- 
graph by Kiistner (6) on the “ Lower Uterine Segment.” He had 
previously written on the separation of the membranes previous to 
and in connection with the onset of labour in the Archiv fiir 
Gyndkologie (1877-78), and now describes numerous specimens from 
the non-pregnant, pregnant and puerperal conditions, studying 
especially the changes of the mucosa in the neighbourhood of the 
os internum. He found that the mucosa of the upper part of the 
cervix was very similar to that of the part of the body immediately 
above it, both in the form and shape of the cells and in the arrange- 
ment of the glands. From this he concluded that the upper part 
of the cervical mucosa underwent changes similar to the lower part 
of the body, and that the foetal membranes might come to adhere 
to a decidua formed from the cervix. He adds: “ No anatomical 
proof is needed of the fact that in the case of primpare in the last 
weeks of pregnancy frequently—perhaps very frequently—does the 
pre-existing cervical canal experience a funnel-like dilatation, while 
in the case of multipare such a funnel-like dilatation does not 
occur.” 

The received view is that the stimulus of the growing ovum 
causes the mucosa of the body of the uterus to hypertrophy into 
decidua, and that this change extends down to the cervix, stopping 
at the os internum.  Kiistner’s view is that the change does not 
necessarily stop there, but that the decidua may extend some distance 
down the cervix. There is no doubt that what he describes does 
occur in certain cases; no one can read his account of the specimens 
described without admitting this. The question is: Is such a 
process the rule or the exception? 


Another important contribution to the Lehre of the Lower . 
Uterine Segment is Bayer’s monograph (8), in which the muscular 
architecture of the gravid uterus forms the basis of his conclusions. 
Under the suggestive title of “The Pregnant Uterus and the Laws 
of its Unfolding” he describes the musculature of the pregnant 
uterus in the various months of gestation, stating that “the sliding 
of the inner layer upon the outer layer governs the whole changes 
of pregnancy during the early months.’ This is, according to 
Bayer, a law of the unfolding of the pregnant uterus. Like Kiistner, 
he finds a transitional mucosa on the Lower Segment, the cervical 
mucosa being transformed so that it produces a decidua exactly 
resembling the decidua formed from the uterine mucosa. Bayer, 
however, rejects Kiistner’s position and adopts so far the accepted 
view that the stimulus of the growing ovum radiates over a perfectly 
well-defined area and stops there. This is the case, he holds, for 
the first four months of pregnancy, but he maintains further that 
by that time the growing ovum has dilated the uterus up to the point 
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where the hypertrophied mucosa ceases, and that as growth still 
advances, the formation of decidua gradually extends beyond the 
original definite limit. The weak point in this position is that the 
stimulus which operates on the cervix and makes it form a decidua 
must be purely mechanical. 

Granting, for the sake of argument, that the cervix is opened up, 
it will be merely stretched and nothing more, and this form of 
stimulus should lead rather to atrophy of mucous membrane than to 
growth. Briefly contrasting these two views, we may say that hyper- 
trophy of the cervical mucous membrane before the ovum has begun 
to distend the cervix (Kiistner) is intelligible; but absence of that 
hypertrophy before dilatation, and then production of it afterwards 
(Bayer), is unintelligible. 

I have taken Kiistner’s and Bayer’s Papers together for the sake 
of comparison, although it was before Bayer’s was published that I 
laid before this Society my first frozen Section (7), taken from a 
patient who died of post-partum hemorrhage 1} hours after delivery 
(vide Fig. 1). In describing it, along with other post-partum uteri, 
I drew attention to the way in which the limp and thin cervix lay 
folded beneath the firmer uterine wall. In that paper I described 
the flaccid portion as cervix only, but subsequently (19) as repre- 
senting cervix and lower segment. 


In the same year as Bayer’s Paper, there was published a further 
frozen Section from the second stage, which formed an important 
advance in our knowledge of the condition of the cervix and lower 
segment. In it for the first time the naked-eye appearance of a 
frozen Section was supplemented by a careful microscopic examina- 
tion. It is that of a primipara, aged 29, who died of tuberculosis. 
The vaginal orifice showed the remains of the hymen,a short distance 
above which is the distended bag of membranes, and behind this 
the foetal head lying in the first position. Chiari’s Section (9) has 
been adversely criticised both by Doederlein and Bumm, because 
it does not show a retraction ring, and is held to be of less value 
inasmuch as the smaller foetus means less resistance to the advance 
of the head, and less stretching of the soft parts. This criticism 
does not seem valid, and the fact remains that in Chiari’s Section 
we have a cervical canal represented by an area lined with columnar 
epithelium and glands characteristic of the cervix and extending 
for about one inch (2°3 em.). This ends abruptly above, and the next 
surface shows decidua in patches. Higher up is a white line due 

eto the folding of the membranes, the amnion being separted from the 
chorion and decidua, and running straight across, while the chorion 
and decidua beneath it are detached from the uterus and thrown 
into numerous folds. From this line down to where the cervical 
mucosa begins, the area measures 1°6 inch (4 cm.) and shows decidua 
to be present, but thinner than higher up in the uterus. Chiari 
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Fig. 1. Author’s Frozen Section of a Patient who died immediately 
after Delivery from Hemorrhage. (j.) 

The genital tract falls into two portions at the line a. U is on 
the firm, thick, contracted uterus; C on the folded part beneath it 
(cervix and lower segment); V on the vagina. The folding and 
doubling up of the canal at and below a show its limpness; and the 
small diagram above. representing the genital tract alone, is 
intended to bring out the separation of the parturient canal into 
two parts at this line. 
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Fig. 2. Waldeyer’s Section through the Cervix with portions of 
Bladder and Vagina—rather more than life-size—from a case of Full- 
time Pregnancy. 
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Fig. 3. From Schroeder’s Section of a Quartipara, who died towards 
the end of the Secend Stage. 

The head of the foetus and liquor amnii have been removed. Note 

that there is an area of internal surface of the uterus corresponding 

in extent to that from which the membranes have been separated. 
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Fig. 4. Stratzs Frozen Section of a Primipara who died immedi- 
ately after Delivery. (}.) 

Letters as in Fig. 1. The contracted pelvis has kept the uterus 

high in the abdomen, and the walls of the canal below taut. 
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says he has no objection to identifying the area where the separation 
of the membranes begins with Schroeder’s contraction ring, and to 
calling the portion below it uterine segment, characterised by the 
thinness of its decidua and of the muscular wall; but the os internum 
is where the decidua stops and cervical mucosa begins, and the 
cervical canal measures only ‘8 of an inch (2 cm.). The italics are 
my own. 


In the following year (1881) Waldeyer (10) published his vertical 
mesial Section of a X-para, who died at full-time, death being the 
result of hemorrhage a few hours after both legs had been cut off 
by a locomotive. The interest of this Section lies in the fact that 
the cervical canal is divided throughout (this was not the case in 
Braune’s Section of Pregnancy at full-time), and that the cervix 
and adjoining parts were subjected to careful microscopic examina- 
tion. This Section is so interesting that I have reproduced it 
(Fig. 2). We note that the cervix is divided mesially, the mem- 
branes crossing at the os internum,and the cervical cavity is filled with 
mucus. The canal measures 1°44 ins. (3°8 cm.); its wall is ‘72 ins. 
(1°8 em.) thick below, and 4 ins. (1 cm.) above, the mucous mem- 
brane thickening from above downwards. The membranes consist of 
the amnion, chorion and several layers of epithelial cells, and pass 
over the os internum without any change except that the layers of 
cells become thinner. 


In the same year appeared two other frozen Sections from the 
first stage of labour and immediately after delivery, published by 
Schroeder and Stratz (11 and 12). Schroeder’s Section was a 
IV-para, aged 28, who died in the first stage of labour, within a week 
of full-time, the cause of death being a condition of the heart and 
lungs. The cervix was dilated to the size of the palm of the hand, 
and the membranes were unruptured. I give the drawing of the 
cervix and lower segment from Schroeder’s specimen (Fig. 3), as it 
has a bearing on the definition of the Lower Segment to be given 
later on. 

Stratz’s frozen Section of a primipara, aged 28, who died after 
the operation of perforation of the after-coming head for a contracted 
pelvis, is reproduced in Fig. 4. It shows a well-marked contraction, 
or rather retraction, ring, below which is a thin portion which he 
describes as consisting of cervix and lower segment. 


A year later, Benckiser (13) described specimens from pregnancy, 
rupture of the uterus, and the puerperium. He finds the membranes 
in pregnancy firmly attached up to the edge of a 17 inch long cervix, 
and holds that his preparations speak for the persistence of the cervix 
in pregnancy. Associated with Benckiser was another of Schréder’s 
pupils, Hofmeier, who investigated the condition of the uterine 
muscle, showing that the muscular bundles are more easily separated 
from one another in the Lower Segment than in the upper part of 
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the uterus. Benckiser’s conclusion is that the Lower Uterine 
Segment is sharply marked off, and springs from the body of the 
uterus—not from the cervix. 

In the same year (1887) I laid before this Society a summary of 
all the uteri described during the previous ten years from the various 
months of gestation from the fourth month onwards, the result of 
which was to show that there is a canal of pretty constant length 
lined by the characteristic mucous membrane (14). Its walls are 
thicker than those of the non-pregnant uterus; and in the later 
months contrast sharply in texture with the wall of the uterine 
cavity immediately above. The relation of the membranes varies 
greatly in these specimens. While in some cases they are closely 
adherent up to the end of the canal, in others they are loosely 
attached, and even quite free for a considerable distance; and the 
mucosa covering the lower segment is a typical decidua which in a 
few cases shows a character transitional from cervical mucous 
membrane. 


I also showed a Section from the first stage of labour of a VI-para, 
who died from acute enteritis. In working up this case, I made use 
of coronal as well as vertical mesial sections, and reproduce one of 
these here (Fig. 5) on account of its exhibiting the lateral relations 
of the Lower Segment. It has also a bearing on Zangemeister’s 
Section of the Uterus. 

In 1888, Saexinger (15) published his frozen Section from the 
first stage of labour, which was followed in 1889 by two Sections, 
also from the first stage, by G. Winter. These Sections I considered 
in a Paper read to this Society (17), noting the higher position of 
the utero-vesical peritoneum, the greater thinning of the wall 
below it and a more extensive separation of the membranes, showing 
that the pains during this period are expended in thinning the lower 
segment of the uterus as well as in dilating the cervix. In the same 
volume of our Transactions, in considering “The light which 
Sectional Anatomy will throw upon the Anatomy of Labour” (20), 
I drew attention to the importance of making sections in other planes 
of the pelvis besides the vertical mesial. 

It was in that year that there came into my hands the material 
from which Webster and I published the Section of a patient 
who died towards the close of the second stage of labour, which has 
given rise to considerable discussion. The cause of death was failure 
of the heart, and the child’s head was on the perineum, so that the 
case was fitted to throw important light on the condition of the 
cervix and Lower Segment towards the end of the second stage. 
The results of our enquiry were published first in the Reports of the 
Laboratory of the Royal College of Physicians (21), where the inves- 
tigation was carried on; and their practical bearing was discussed 
at the Birmingham Meeting of the British Medical Association (22), 
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Fig. 5. Author’s Coronal Section of a Sextipara who died in the 
First Stage of Labour. 

The reflection of the peritoneum is above the brim of the pelvis, 
and below this there is only cellular tissue in relation to the uterine 
wall. lower segment and cervix. The foetal head, which lay in the 
transverse diameter, is divided antero-posteriorly. 
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held in the following year. A word of personal explanation is 
necessary as to the form in which these Sections were published, as 
it has given rise to criticism. In the Laboratory Reports only 
reduced drawings were given of the sections, which have not the 
same value as the sections themselves, but as they were published 
in this form I delayed the reproduction of the original drawings 
until a third edition of my Atlas on the “ Anatomy of Labour” (18) 
was called for in 1896. Nor was any microscopic drawing given of the 
cervix in the Laboratory Reports, in which it was however stated : 
“The os internum cannot be accurately placed, the parts not yet 
having been examined microscopically.” The microscopic examina- 
tion was however made about that time—not omitted altogether, as 
Doederlein regrets, nor made several years after the publication of 
the Section, as Blumreich affirms. The delay in the publication of 
my Atlas does, I admit, give ground for such statements. I may 
mention also that the plate is taken from a micro-photograph of a 
single section (in this the cervix measures anteriorly 17 ins. and 
posteriorly 1°3 ins.), the unsatisfactoriness of which, as far as giving 
a complete demonstration goes, is admirably stated by Bumm and 
Blumreich in the paragraph introductory to the description of their 
own microscopic results, to which I shall refer immediately. So 
much by way of explanation. 


In 1890, Braune and Zweifel published a frozen Section (21) of 
a primpara, who died suddenly in the ninth month of pregnancy 
from failure of the heart. A series of lateral sagittal sections were 
made, and the interest of the text is that the Section is discussed by 
Braune to whom we owe the first frozen Section of a case of labour, 
and also by Zweifel whose position with regard to the cervix and 
Lower Segment is different from what he takes up in his criticism 
of two sections published three years later. Braune finds in this 
case a canal 2°6 cm. (rather more than one inch) in length. He says 
that the Lower Segment, recognized by the thinner muscular wall, 
extends from os internum upwards to contraction ring for rather 
more than two inches (55 cm.). In the Obstetrical Part, Zweifel 
says that “a distinct long-continued activity of the uterus must be 
excluded because the cervical canal is maintained through its entire 
length, and there is no trace of a contraction-ring.”” Braune and 
Zweifel differ as to the presence of a contraction-ring. 

The next four frozen Sections do not carry us much further in 
our knowledge of the Lower Uterine Segment. Von Mars’ (24) is 
from a case of rupture of the uterus, in which the retraction ring is 
6} inches distant from the os internum anteriorly, while posteriorly 
it is 33 inches—the increase in length in front being partly due to 
the anterior rupture. Acconci’s Section (25) is from a case of 
placenta previa, which was published later in an Atlas by Tibone. 
In studying the Lower Uterine Segment, Acconci draws attention 
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to the elastic tissue present in the cervix, and thinks that its elastic 
contraction pulls on the lower segment and causes its thinning. 
Soffiantini’s Section (26) is from the sixth month of pregnancy, and 
is not reproduced with sufficient accuracy either in drawing or 
colour to be of use in studying this question. Pestalozza’s Section 
(27) is one of the third stage of labour. Pestalozza gives also a 
Section of a VI-para, who died when labour was commencing, show- 
ing separation of the membranes, but the section does not pass 
through the cervix. 

In the same year (1892), however, a Section published by Testut 
and Blanc (28) of a primipara, who died from eclampsia at the sixth 
month, leads the authors to discuss the Lower Segment, and to come 
to the conclusion that it is present in pregnancy during the eighth 
and ninth months and in all cases of labour whether premature or at 
full-time. They hold that its anatomical characters are not well 
defined—that it is more a condition to be determined clinically. 

Pinard and Varnier’s beautiful Atlas of Obstetrical Anatomy (28) 
represents mostly Sections of uteri removed from the body in the 
third stage or post-partum, or Sections from cases that died in 
pregnancy or at the commencement of labour. The microscopic 
anatomy of the Lower Segment is not detailed; but the extent of 
separation of the membranes in the cases from the first stage corres- 
ponds to the degree of dilatation. 

In 1893, Zweifel published Sections from two unique cases: of 
rupture of the uterus, the child’s head only being born; and of 
placenta previa, the child turned but not delivered. In both cases 
the pelvis only with genital organs could be removed, and was 
frozen. I have already discussed these Sections (31) and refer here 
only to the point which led him to raise the question again as to 
the parts into which the genital tract is divided—that is to say, 
whether there is a Lower Uterine Segment, or only a stretched Cervix. 
In both of these preparations he supports the latter view. In the 
case of Rupture no microscopic examination is given, and the os 
internum is defined from the firm attachment of the membranes. 
But the membranes are always detached for a considerable distance 
above the os internum—they must be so, to allow of the formation 
of the bag of membranes. In Chiari’s case and my own they were 
detached almost to the retraction ring. If, by defining the os internum 
by the attachment of the membranes in this case of rupture, Zweifel 
means that the membranes were attached up to the ridge which he 
calls the os internum, no stronger evidence could be adduced that 
this is not the os internum, but the retraction ring. In the placenta 
previa case, he makes the os internum coincide with a ring in the 
genital tract distant from the os externum 3°8 (9°5 cm.) in front 
and 3 ins. (7°5 cm.) behind. No microscopic sections are given; all 
we have to go upon is this sentence in the text: “ Above the ring 
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which is evident in Plate VIII. (the naked-eye section) is decidua, 
below it is cervical mucosa; up to this ring there are attached on 
the right side of the body, membranes.” The fact that the mem- 
branes were attached up to this point on the right side seems to me 
pretty strong evidence that this is not the os internum. It is difficult 
to see how the cervix could dilate, the hand be passed into the uterus 
and the foetus turned, without separation of the membranes. As we 
shall see immediately, our definition of the Lower Segment must be 
partly in terms of that area of the lower pole of the uterine cavity 
from which the membranes are detached during the first stage. In 
studying the Plates, and reading the text of Zweifel’s Atlas, we do 
not find justification for the statement that “these two new frozen 
Sections both microscopically and macroscopically give an entirely 
satisfactory and unchallengeable demonstration that such an 
enormous stretching of the cervix [as was present in Braune’s 
Section] is possible, and as a matter of fact was present in both these 
preparations.” He apparently adopts Bandl’s view, for he goes on 
to say that “ above the actual cervical canal there is formed towards 
the end of the pregnancy from the wall of the body of the uterus 
and from the cervix an entirely new structure, an entirely new 
cervix.” This position, we shall see, is different from that taken 
up by Bumm and Blumreich. 

Doederlein’s paper (30) is an excellent résumé of all the frozen 
Sections published up to date. 

An important monograph on the cervix and Lower Uterine 
Segment appeared in 1897 by Von Franque of Wiirzburg (34). In it 
he describes 34 uteri in the Wiirzburg Museum from pregnancy, 
labour and the puerperium, and in addition to his own material gives 
a table of all the specimens carefully described in the literature of 
this subject. These amount in all to 117 uteri from pregnancy, 20 
from labour, and 75 from the puerperium. The points noted in his 
tables are the same as in one I laid before this Society (14), giving 
the uteri that had been described up to that date (1887)—the length 
of the cervix, position of the reflexion and of the firm attachment of 
the peritoneum, the thickness of the wall, and the condition of the 
mucosa with the attachment of the membranes. His conclusions, 
based on the bringing together of this large amount of anatomical 
material may be thus summed up: “The os internum remains 
closed during pregnancy unless pains are present, and there is no 
constant difference between the length of the cervix in primipare 
and multipare. The length of the cervix at the various months of 
gestation varies within certain limits. It grows slightly in length 
in pregnancy. There is no evidence of its being taken up to form 
part of the cavity in which the ovum develops. In labour it does 
not become essentially elongated, the elongation from stretching 
being counteracted by shortening from dilatation.” 
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Leopold’s Atlas, “ Uterus und Kind” (35), with its 30 plates of 
the pregnant uterus from the first weeks up to full-time, while 
containing no frozen sections of the cadaver, brings together a large 
amount of material for studying the condition of the cervix and 
Lower Segment. He endorses v. Franqué’s conclusions, stating that 
even at the ninth month no part of the cervical canal is taken up to 
cover the ovum, though when pains are present a funnel-shaped 
depression forms, consisting of the upper part of the cervical canal. 
He also agrees with v. Franqué in his endorsing Pestalozza’s conclu- 
sion that the thinning of the Lower Uterine Segment precedes 
dilatation of the cervix—a point which I had previously drawn 
attention to. 

In Lusk’s frozen section (37) the post mortem changes prevented 
conclusions being drawn with regard to the decidua and the mucosa. 

I do not here discuss the ingenious hypothesis of Aschoff (39), 
Professor of Pathological Anatomy at Freiburg, that there is an 
“os internum histologicum ” situated at a lower level than the “ os 
internum anatomicum,” the area between the two belonging to the 
cervix, and corresponding to the isthmus uteri. It makes the uterus 
differ from other hollow viscera with a canal of outlet, in that its 
muscle-os does not correspond to its mucosa-os. It places a no-man’s- 
land at the disposal of the ovum. To use his own words: “ The 
isthmus becomes converted into the Lower Segment as far as is 
necessary for the attachment of the ovum. This may occur 
completely. . . . Whatever of the isthmus is not used up for the 
attachment of the ovum... should not be reckoned to Lower 
Uterine Segment.” The Lower Uterine Segment develops, therefore, 
according as whether the ovum makes use of this additional space 
to add to its “ Eikammer,” or does not. A deduction from this 
hypothesis is that while the mucosa undergoes the necessary changes 
—for it becomes converted into a decidua and the ovum is attached 
to it—the muscular tissue does not respond in the same way, for a 
muscular wall is produced which cannot retract, and therefore lies 
paralysed at the end of labour. 

This theory is propounded to harmonize the different conclusions 
of Bandl, Kiistner and Bayer, all of which are accepted, and to bring 
them into line with Ruge’s clear-cut and uncompromising attitude 
as to the mucosa. In the present state of our knowledge it leads to 
confusion, rather than clearness, of thought in dealing with a 
complex subject. So far as I can make out from the report of the 
Discussion at the Berlin Obstetrical Society, this view, while accepted 
by Hartmann, was rejected by Bumm and Blumreich, Strassmann 
and Ruge. 

(To be Continued.) 
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A Case of Difficult Labour, with Observations on the 
Retraction Ring and on the Post-Maturity of the 
Foetus. 


By Henry Russe Anprews, M.D., B.S. Lond., M.R.C.P., Assistant 
Obstetric Physician to the London Hospital; and 

R. Drummonp Maxwett, M.D. Lond., F.R.C.S., Obstetrical Registrar 
to the London Hospital. 


Read at the Obstetrical Section of the Royal Society of Medicine, March 12, 1908, 


For the first part of this paper, z.c., the treatment of the case, Dr. 
Andrews is solely responsible. For the second part we are both 
responsible. 

The patient was a foreign Jewess, aged 38, who had never had a 
living child, though she had had several miscarriages and some still- 
born children without difficulty. 

The last menstrual period had occurred ten calendar months, 2.e., 
over 44 weeks, before labour began. She had noticed that her 
abdomen was larger than it had ever been before. 

At 5 a.m. on October 1, 1906, a Maternity Assistant, finding that 
there was no advance in spite of good pains, sent for the Resident 
Accoucheur. The woman was said to have been in labour 2} days. 
The Resident Accoucheur found her general condition good. The 
pulse-rate was 90 per minute. The pains were good, there was no 
tonic contraction and the uterus was not tender. The circumference 
of the abdomen at the level of the umbilicus was 40 inches. The 
child was presenting in the first vertex position. The fetal heart 
could not be heard. The os was fully dilated. The head was 
bulging so much into the brim that the diagonal conjugate diameter 
could not be measured, but the pelvis appeared to be fairly roomy. 
The head was soft and there was a stinking discharge from the uterus. 
Axis traction forceps was applied but the head could not be made 
to budge. The Resident Accoucheur considered that as the child 
had probably been dead for some little time there would be no great 
difficulty in delivery, so he perforated the head and attempted to 
deliver with the craniotomy forceps, but only succeeded in removing 
portions of the cranial bones. He then applied the cephalotribe, and 
got a good grip on the head, but the whole of the vault and part of 
the face came away leaving the rest of the base of the skull in its 
original position. Traction on the left arm brought it away from the 
trunk together with the scapula, and traction on the right brought 
away the forearm and the skin of the upper arm, the humerus 
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remaining in situ. The Resident Accoucheur then brought down 
the left foot, hoping to deliver by version, but traction on the foot 
separated it from the ankle. He then made a final attempt at 
delivery by pulling with crotchet fixed in the base of the skull, but 
the hook tore through the bone. Realizing that the case was one of 
great difficulty he brought the patient up to the London Hospital 
and sent for Dr. Russell Andrews. When he arrived the patient was 
rather cyanosed, and the pulse was rapid, about 120 per minute. 
Attempts at delivery were begun with the idea that, as the child was 
decomposing, there could not be much difficulty in extracting it, but 
it was soon found that delivery was by no means an easy matter. 
It is almost impossible to convey to others exactly where the diffi- 
culty lay. To say that the uterus was filled tightly with a decompos- 
ing friable foetal mass courts the question “why did not you pull 
it out?” This is what was attempted, with the help of every 
conceivable instrument, except a punch, for 1} hours, with no 
success. The foetal tissues were too friable for strong traction to be 
applied, and not soft enough to collapse under pressure. A beginning 
was made by removing the right humerus and cutting through both 
clavicles, and then the cephalotribe was applied to the base of the 
skull, which was pulled off without altering the position of the trunk. 
The chest was perforated and the heart and lungs removed, and the 
diaphragm perforated and the liver and most of the intestines 
removed. An attempt was then made at delivery by fixing bone 
forceps on the cervical vertebre, crotchet and blunt hooks between 
ribs and pulling on al] these instruments together, but the cervical 
vertebrae came away and the ribs gave way, all varieties of hooks 
simply tearing out of the chest wall. There was well marked tonic 
contraction by this time, and a deep furrow could be felt on the 
anterior uterine wall. It now appeared as if it would be necessary to 
open the abdomen, though it was felt that this should be done only as 
a last resource. With the idea of removing the fetus piece-meal 
traction was made on the left ankle to try to shift the trunk suffici- 
ently to allow of the spinal column being cut through, but first the 
fibula and then the tibia came away, and it was found to be impossible 
to pull on the knee. A hand was inserted with difficulty and with 
extreme caution into the fundus above a prominent ridge which ran 
obliquely across the internal surface of the uterine wall and the other 
leg was seized but the hand and wrist were gripped so tightly that it 
was impossible to cut this leg off or shift it. Eventually after 14 
hours of hard work it became evident that all efforts to extract the 
foetus were futile. Two courses were then open :— 


(1) To put the patient back to bed undelivered, in the hope that 
the fetus might be expelled before the uterus ruptured, or 

(2) To remove the uterus by the abdomen. 

The latter course was adopted, though with great reluctance. 
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The vagina was cleansed and abdominal panhysterectomy per- 
formed as rapidly as possible, the vagina being clamped from above 
as in a hysterectomy by Wertheim’s method. In spite of the large 
number of fetal parts that had been removed previously the uterus 
looked as large as it usually is in Cesarean Section. The operation 
lasted just half an hour. 

The patient was fairly well at first but twenty-four hours after 
the operation her breathing became extremely rapid, 70 to the minute, 
the temperature rose to 101°8°F., and she died 28 hours after the 
operation. 

At the post-mortem examination the stomach and intestines were 
much distended, the peritoneum had lost some of its lustre and was 
injected in places, the lungs were congested and edematous through- 
out. The true conjugate measured 4 inches. 

Would it have been better if, instead of opening the abdomen, 
the patient had been put back to bed in the hope that spontaneous 
delivery might occur? It may be said that the uterus had been 
irritated into a condition of tonic contraction by the great amount of 
intra-uterine manipulation that had been carried out, and that rest 
and morphia might have overcome this tetanic condition. In answer 
to this it may be pointed out that the patient was under an anes- 
thetic at the time the manipulations were being carried out, and that 
there was not much hope of any improvement in the condition of 
the uterine wall occurring as the result of rest. The height which 
the retraction ring reached on the right side denoted so great an 
elongation of the lower uterine segment that the risk of rupture 
seemed to be a grave one if much time were lost in leaving things to 
nature, and though Dr. Andrew’s idea of the imminence of spon- 
taneous rupture may have been an exaggerated one, as there was no 
great distension of the lower uterine segment, still there was no . 
standard by which it could have been judged whether it was safe to 
leave this patient undelivered after the onset of tonic contraction 
before resorting to abdominal section. 

We made frozen sections of the uterus removed by abdominal 
hysterectomy during the incompleted second stage of labour. The 
uterus with foetus in situ was placed in a freezing mixture within 
quarter of an hour of its removal: at the end of three hours the uterus 
was frozen solid, care being taken by closing the lower aperture in 
the vaginal wall that there should be no further extrusion of contents 
beyond those parts of the neck that already protruded. 


The specimen was then sawn through with a fine saw in two 
planes ? inch in front and behind the widest transverse diameter. 
After section of the uterus, the foetal contents were lifted out of their 
uterine bed and weighed; the total weight was 63 lbs., and this, after 
removal of the head, some cervical vertebre, the thoracic viscera, 
most of the abdominal contents, both arms and one leg. 
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The median section 1} inches thick thus resulting has been 
mounted permanently in gelatin for museum purposes, and both its 
surfaces are available for inspection. 

The other two specimens exhibited to-night have been hardened 
in formalin with their contents in situ. These contents can be lifted 
out of their uterine bed and show the accurate moulding of the lower 
uterine segment to the feetal parts. 

On lifting out the fetal contents from the anterior section, a 
distinct ridge is seen running obliquely upwards from the left to the 
right. On the right side of the uterus the termination of the ridge 
is at least three inches higher than on the left. Where the ridge 
joins the uterine wall on the right side, section of the wall shows an 
abrupt alteration in thickness and there can be little doubt that this 
spot marks the transition from the upper to the lower uterine segment. 
There is a similar transition in thickness where the ridge terminates 
on the left uterine wall but this is not so clearly seen as in the 
opposite side.. 

The specimen is shown chiefly to explain the causation of the 
oblique ridge which projects sharply into the uterine cavity. This 
ridge will we think be held to correspond to Bandl’s ring or to be 
strictly accurate Braune’s ring. 

As regards the actual proportion of cervical and corporeal tissue 
entering into the part of the uterus below the ridge, the specimen 
does not lend itself to investigation. Most of the authorities on 
Frozen Section work including Varnier, and Hart and Barbour are 
in agreement that freezing en masse in this coarse manner obscures 
histological distinction between decidua and cervical mucosa, since 
both these lining membranes are almost entirely disintegrated in the 
course of preparation in the freezing mixture. No attempt has been 
made to investigate the specimen, therefore, from this point of view, 
especially as the inner lining of the lower uterine segment is 
practically the muscle wall, no trace of decidua and mucosa being 
left. 

The contraction ring as first described by Braune had a fixed 
anatomical relation, namely the level anteriorly of firm peritoneal 
attachment. 

Another point marking its site was the constant presence of a 
large uterine sinus running horizontally. 

As regards the first point, the peritoneal attachment, the specimen 
shows this level to be a line running with its convexity slightly down- 
wards from round ligament to round ligament. During the operation 
the peritoneum was not artifiically dissected off the uterine wall, but 
the plane of cleavage was commenced by a superficial incision with 
the scalpel and completed with the finger tips and swabs. This line 
is seen to be approximately horizontal while many authors have 
called attention to the obliquity of the contraction ring felt clinic- 
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ally. Clearly then in this specimen there is no relation between 
peritoneal reflection and the contraction ring. 


Most frequently the contraction ring has presented its most 
characteristic obliquity in the case of a transverse fetal “lie,” and 
this is easily understood if the asymmetry of such a uterus be con- 
sidered. With reference to the second anatomical site of the ring 
(quoted above), namely, at the level of a large uterine sinus, the 
present specimen does not show its existence though several of 
Braune’s diagrams have it well marked on the posterior wall. It 
must be obvious that no large venous sinus can be present in the thin 
retracted lower uterine segment, but on proceeding upwards along 
the wall, venous sinuses will first be encountered where the thick 
uterine wall is reached. 

Only in this sense can a venous sinus mark the limit between the 
upper and lower uterine segment, and this perhaps, as the specimen 
shows, is what Braune would have conveyed. 

A consideration of these points would lead us to modify the 
historic view of the contraction ring which explains its site purely 
by reference to the musculature of the uterus and certain anatomical 
relations therein, and without taking into consideration the disposi- 
tion of foetal parts conveys the impression that the uterine muscle 
can without any “ point d’appui” suddenly undergo such a sharp 
transition in bulk as to present the clinical sign of a contraction ring. 
This specimen suggests that its causation is dependent entirely on 
the position and relation of foetal parts occupying the lower uterine 
pole, and that by firm and rigid moulding the ring is formed. 

The actual ring itself would appear to be due to a contraction of 
the circular fibres fitting tightly into a groove, as all specimens show 
that there is no sudden change of thickness. 

On comparing the inner surface of the uterus with the fetal parts 
occupying it, it will be seen that the oblique ridge or retraction ring 
corresponds accurately to the groove between the foetal thorax and 
the flexed thigh. ~Retraction has withdrawn the upper uterine 
segment entirely off the foetal thorax and part of the abdomen (which 
obstetric manipulations have considerably reduced), and has then 
encountered the additional bulk of the flexed thigh, while the 
circular fibres of the uterus have tightly gripped the foetus in the 
groove between thigh and belly and rendered advance impossible. 

In criticism of this explanation of tight gripping of fetal parts 
along a groove by circular muscle fibres, it would be interesting to 
learn if a well-marked contraction ring has been observed in cases 
where the smooth back of the foetus has been in approximation to the 
anterior uterine wall as in a first or second sacral presentation where 
no groove of fetal parts would be present. 

In a case of brow presentation with the head completely 
disengaged, where a contraction ring was marked on admission to 
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hospital, palpation suggested that retraction had proceeded over the 
head and had encountered the additional bulk of the shoulders. 
Spasm of circular fibres at the level of the base of the cervical spine 
had then produced the clinical sign of an oblique ring through the 
parietes below the level of the shoulders. 

The thoracic and abdominal cavities are seen to have collapsed 
after removal of their contents. 

From an examination of the specimen one would think that only 
a slight amount of traction would have been necessary to effect 
delivery. 

Did the ridge of uterine wall fitting into the foetal groove act as 
an actual mechanical obstruction to delivery, holding the contents 
of the upper part of the uterine cavity as in vice? 


Post-MaTURITY OF THE Fa@tus witH ExcrEssivE DEVELOPMENT. 


Evidence of post-maturity of the fetus rests upon several 
grounds :— 


(1) Calculation of duration of Pregnancy from the last menstrua- 
tion. 


(2) Excessive weight of the foetus. 


(3) A determination of the degree of ossification of the fetus by 
direct examination of the cartilaginous epiphyses or by 
radioscopy. 


The first two means of information are fallacious when considered 
by themselves, the degree of ossification being probably the only 
accurate means of investigation we have at our disposal. Since 
radioscopy has been applied to the foetus at birth, much light has 
been thrown on such conditions as “ superfetation,”’ and, indeed, 
it is questionable whether such a condition actually can exist inside 
a single normal uterine cavity. Till investigation of ossification was 
undertaken, a notable difference in weight between binovular twins 
was held to be a proof of superfcetation but that the condition can be 
readily disproved by radioscopy, is recorded in the Transactions of 
the Soc. d’Obstét. de Paris, January, 1906. 

In the foetus in question, as a result of obstetric manipulations, 
only one epiphysis is available for observation, that at the upper end 
of the tibia. It is well marked and may be accepted on the authority 
of Keith as proof that the child has reached the 44th week. 

The subject has been referred to by many authors of Text Books, 
and amongst the general conditions associated with it have been 
quoted. 


(1) Age of Female Parent: Between 25 and 35 years being asso- 
ciated with the largest offspring. 
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(2) Parity: This factor, however, only acting within certain 
limits: it is generally held that there is on an average a 
progressive increase in fetal weight up to the fifth 
pregnancy. 

(3) The indefinite relation of the size and general development 
of the parents. 


Its frequency has been discussed by Hirst, who places it at 2 % 
of all pregnancies, and lays down the general principle that no 
woman should be allowed to exceed the normal period of pregnancy 
by more than two weeks. Winckel collected over 200 cases, and 
Olshausen has also carefully investigated recorded cases and quotes 
a case of Benshinger, which, in his opinion, is the only satisfactorily 
proved case. 

In more recent years, Ballantyne and McKerron have put cases 
of Post-maturity on record, and they are apparently the only British 
authors who have suggested that the explanation may possibly be 
sought for and found in the placenta. 

McKerron (Journ. of Obstet. and Gynec., British Empire, May, 
1907), records a most instructive case of dystocia due to excessive 
development, and the same author at a more distant date (Scot. Med. 
and Surg. Journal, 1900, vol. 7) describes two cases. In one, 
gestation was prolonged three weeks beyond full time, rendering 
evisceration of the thorax and belly necessary before delivery was 
possible, through a pelvis which showed no evidence of contraction. 
Much of the foetal bulk was due to an edematous condition of the 
subcutaneous tissues, and the explanation is advanced that this may 
be due to excessive thrombotic placental changes interfering with 
the foetal circulation and thereby causing anasarca and death of the 
foetus. This was, however, only a suggestion, and was not confirmed 
by any placental research. 

Ballantyne (Journal of Obstet. and Gynac., British Empire, 1902, 
vol. 2) describes the only case of post-maturity where the placenta 
was submitted to microscopical examination, and holds that the 
placental degenerative changes were in excess of the normal. 

Now an invesigation of sections of many normal full time 
placente carried out on the lines laid down by Eden (“The Ripe 
Placenta” Journal of Pathology, vol. 4, 1896) shows us that on the 
several points of endarteritis of terminal arteries, the reticulum of 
the villus, its epithelial covering and the size and extent of areas of 
infarction there is the greatest variation. 

Ballantyne also emphasizes excessive degeneration by the fact 
that in his case the intima of one umbilical artery in the cord had 
nearly obliterated its lumen. But sections of normal full time cords 
show only a single artery comparatively frequently, and this single 
artery not increased beyond the normal in size, so that this point 
cannot be excepted as a marked evidence of excessive degeneration. 
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It is a point of some interest that in several (though not in all) 
of the four protracted gestations occurring in one patient recorded by 
Ballantyne (loc cit) the mother had been taking Potassium Chlorate 
in doses of 20—40 grains daily throughout the pregnancy. This had 
been prescribed with a view to combat a tendency to miscarriage 
which had occurred twice. This empirical treatment was first intro- 
duced by Sir James Simpson, and in cases of “habitual death in 
utero” of the foetus. Now Eden (loc cit) states: “In many cases 
of intra-uterine death during the last month of pregnancy, the only 
placental change observed is an extreme ‘senility’: possibly normal 
changes have been overstepped and normal changes have become 
pathological.” If this be so, the beneficial action of Potassium 
Chlorate in many of these cases must clearly be exerted in the direc- 
tion of delaying the degenerative changes which set in prematurely. 

It will be conceded that such cases of “ premature death in utero” 
are the exact converse of the class of case we are discussing to-night, 
and if we accept Eden’s explanation of “ Premature death in utero ” 
the Post-mature Foetus owes its causation to delay of the ordinary 
physiological degenerative changes. 

We still remain in ignorance of the cause of or many interacting 
causes that determine the onset of labour, but all the evidence at our 
disposal points to the fact that labour will set in at such a time as the 
placenta becomes inadequate to maintain the nutrition of the foetus. 

May it not be possible, and indeed more than probable, that no 
essential difference should exist between the normal placenta and its 
post-mature fellow, since the degenerative changes which determine 
the onset of normal full time labour in the former case, will in the 
latter be delayed and only precipitate labour when they have 
approximated to those of the normal] full time placenta. 
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Two Cases of Multilocular Retroperitoneal Cysts 
in Women. 


By Doran, F.R.CS., 


Senior Surgeon to the Samaritan Free Hospital. 


[Iv working at the subject of abdominal tumours in women beyond 
the genital tract, yet possibly connected with it, when preparing my 
communication on “ Malignant Vaginal Polypus secondary to an 
Adrenal Tumour of the Kidney,” published in the Journal of 
Obstetrics and Gynecology of the British Empire,” June, 1907, 
I studied some notes which I made twenty-two years ago immediately 
after assisting a colleague, Dr. Bantock, at the operation recorded 
below. I had already intended to publish this case in my report 
of my own operation for the removal of a large fibroma of the 
mesentery, to be found in the British Medical Journal (Vol. ii., 1904, 
p. 1,075), but was obliged to confine the remarks appended to my 
report to other instances of solid retroperitoneal tumours in women. 
Quite recently I have been engaged in the clinical study of cysts in 
the region of the kidney in women, in relation to a case of tumour 
of the supra-renal body which I removed last year. Once more this 
ease under Dr. Bantock came into my mind. Mr. 8S. G. Shattock has 
kindly re-examined the cyst, preserved in the Museum of the College 
of Surgeons. He can find no evidence that it was of adrenal origin, 
after careful inspection of sections of the cyst wall. I found, when 
re-considering this case, of which I know the after history as well 
as the clinical history before the operation, that Mr. Lockwood had 
mentioned a very similar case where he had assisted Mr. Bowlby in 
removing a multilocular retroperitoneal cyst from a female patient. 
Mr. Bowlby has kindly furnished me with information which makes 
his case complete. The original account, mainly pathological, is to 
be found in Lockwood’s “ Retro-peritoneal Cyst supposed to have 
originated in remains of the Wolffian Body” (Trans. Path. Soc., 
Vol. xlix., p. 182). I may add that the title of Lockwood’s paper is 
the keynote to the pathology of the cases here recorded, but 
pathological considerations would be out of place in a clinical report. 
I shall therefore merely observe that it is just possible that in both 
cases the tumour represents a maldevelopment of the supra-renal 
body. That organ is embryologically connected with the Wolffian 
body (see Lockwood, loc. cit.), the lower part of which embryonic 
structure is so intimately associated with the female genital tract. 
As both the cases recovered, it remains uncertain as to whether there 
was or was not a normal supra-renal body on the side from whence 
the vyst was removed.—A. D.] 
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Case x. The patient was a young lady, aged 15, of active habits, 
but anemic. She was free from cough and from inflamed glands, 
but the family history was bad; her mother had cicatrices along the 
sterno-mastoids, and one brother, a sickly lad at the time, afterwards, 
as I happen to know, died of phthisis. This patient consulted 
Dr. Granville Bantock early in 1886 on account of a tumour in the 
left loin, which had been first detected in October, 1884, by Dr. 
Sedgwick when it was of about the size of a Tangerine orange. The 
patient had a feverish attack and high temperature shortly after- 
wards. The tumour increased rapidly in the autumn of 1885. Sir 
Andrew Clark, Lord Lister, and Drs. Matthews Duncan, Sedgwick 
and Robson Roose believed that it was most probably a soft 
malignant tumour of the left kidney. It formed a slightly irregular 
tense swelling, occupying the greater part of the abdomen, but most 
prominent on the left side. The parietes were thin, the subcutaneous 
veins dilated, the tumour was not freely movable, and there was 
resonance over part of its anterior surface. The precise nature of the 
tumour was not very clear; the appearances were unfavourable, but 
the history did not seem as though malignancy were certain. 

Dr. Bantock operated on February 19th, 1886. I assisted, and 
within an hour after the operation wrote out the appended notes. 

The Operation. The parietes were opened by an incision about 
three inches in length along the outer border of the left rectus. 
Some omentum came in sight,* and when it was pushed aside the 
tumour could be seen with the descending colon passing down its 
surface. One very large artery and vein ran on the capsule external 
to the colon. They were ligatured and the capsule laid open. The 
tumour was then enucleated. The process took a long time as several 
more large vessels, apparently branches of the inferior mesenteric, 
required careful ligature. There was no pedicle. During enucleation 
a small loculus burst, letting out a glairy mucoid fluid. The capsule 
behind the tumour contained much crisp, suet-like fat; the kidney 
lay behind, and rather above the level of the middle of the tumour. 
Whilst the sutures were being applied to the parietal wound free 
hemorrhage from the capsule took place. The capsule was therefore 
freely trimmed away, and the bleeding then ceased. A drainage 
tube was inserted into the middle of the wound. Recovery was 
uncomplicated. 

The patient is now still living, twenty-two years after the 
operation. 

I noted after the operation that the tumour was a thin-walled 
cyst of irregular oval form, and the numerous loculi could clearly 
be seen through its main wall. In the College catalogue (Appendix 
I., 1887) it is thus numbered and described :— 


* There was no evidence of tuberculous peritonitis, or any other morbid condition of 
the peritoneum and abdominal viscera. 
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“303 A. A rounded cyst four inches in diameter. Its interior is 
divided into numerous inter-communicating loculi by septa of 
fibrous-tissue. It contained glairy fluid.” A short note of the 
above history is added; it states, quite correctly, that the cyst lay 
to the inner side of the spleen. 


Mr. Shattock, a month ago, made a section of a piece of the outer 
wall of this multilocular cyst. He found that it was made up of 
almost pure fibrous tissue without any adrenal, glandular, sarcomatous 
or carcinomatous elements. 


Case 11. This case is mentioned by Mr. Lockwood in the report 
to which I have already referred. That authority, assisted the 
operator, Mr. Bowlby, who has kindly furnished me with certain 
details, such as the age of the patient and the after-history, which 
make the case more complete. 


The patient was a woman, aged 38Y, subject to an abdominal 
tumour which lay entirely to the left of the umbilicus. It had been 
growing for three years, and was freely movable. Although tender 
on pressure, it gave rise to no pain, and there was certainly no 
vomiting. When the abdomen was opened a cystic tumour was 
exposed which had pushed its way through the great omentum. 
The omental veins “ were exceedingly large, a circumstance which 
seems rather inexplicable. Some of the veins which ran over the 
capsule of the cyst were of enormous size; the colic vessels, and, 
I believe, the inferior mesenteric vessels, ran on the capsule of the 
eyst.” (Lockwood). The left kidney lay above and behind, the 
descending colon ran along the outer side of the cyst, which was 
of about the size of an ostrich’s egg, and consisted of a series of 
thin-walled cysts surrounded by a common capsule. Each of the 
cysts was filled with a thin, transparent fluid slightly tinged with 
yellow. Mr. Bowlby adds that the cyst was as thin-walled as a thin 
hydrocele, so that after removal there was little to show. It was not 
preserved. The patient, he informs me, recovered, and there has 
been no recurrence. 


In conclusion, I may turn attention to Monprofit’s remarkable 
case.* It should be studied from the original report. The patient 
was a woman, but unfortunately her age is not given. She was 
subject for eight years to intermittent abdominal pains, and 
ultimately to vomiting. These symptoms were not present in 
Bantock’s or Bowlby’s case, but seem to be the rule in genuine cases 
of unilocular cysts of the supra-renal body, including one instance 
in my own operative practice. The tumour was a cyst deeply 
partitioned (une poche cystique cloisonée), not multilocular, but it 


* “Ablation d’un kyste du corps de Wolff, avec pancréasectomie partielle et 
splénectomie.”—Gazette Méd. de Paris, March 12, 1904, page 121. 
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may have been so originally. At the point of insertion of the tail 
of the pancreas small cystic cavities were discovered. Monprofit 
successfully removed the tumour, triumphing over difficulties which 
are indicated in the title of his paper. 

In Lockwood’s own case (vide supra) the patient was a girl, 
aged 20, but the cyst was unilocular and closely resembled a cystic 
tumour of the supra-renal body; no adrenal elements, however, were 
found in its wall, although I cannot help thinking that perhaps they 
might have been overlooked. 
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Early Tubal Gestation. 


A Stupy. 


By A. C. Herman Sunr, M.B., B.C. (Cantab), Lieut. R.A.M.C., 
Late Obstetric House Physician, St. Thomas’s Hospital. 


Tue following paper is an abstract from work originally presented as 
a thesis at Cambridge. I propose to submit a series of recent cases, 
and present the results arrived at from their consideration in a 
manner frankly based upon the able work of the late Dr. Hamilton 
Bell. Interest is, I think, added to his work, since the series is in 
direct continuation of his, and confirms his conclusions regarding 
the treatment of early tubal gestation. 

Dr. Bell’s paper was an answer to the series of cases published 
by Dr. Champneys in June, 1902. In this paper Dr. Champneys had 
endeavoured to show that the risks of adopting an expectant treatment 
did not outweigh those of abdominal section; in fact, that operation 
was too frequent, and often unnecessary, in cases of early tubal 
gestation. 

Dr. Bell collected a series of 88 consecutive cases from the 
St. Thomas’s Hospital Reports, the results of which were published 
in this Journat in December, 1906. To his series I can add another 
21, making a total of 109 cases. Only a large series can furnish 
really reliable results, and in this lies the difficulty, since a long 
series from the practice of one man necessarily means greatly 
changed methods during the time taken in collecting the series. 
The present ideas on treatment are somewhat as follows :— 

1. There is a general consensus of opinion with regard to the 
very serious cases, which show obvious signs of severe internal 
hemorrhage, that there is only one course open, namely, immediate 
laparotomy. The dispute is confined almost entirely to the various 
types of less serious cases, such as the following: 

2. In women presenting sufficiently obvious signs of a serious 
condition, such as the formation of a pelvic hematocele, and 
having as a rule had several attacks of severe abdominal pain, the 
general opinion is now in favour of operation without unnecessary 
delay, and, I think, the experience of this series will show that this 
opinion is justified. 

3. There is another type of case where the treatment is perhaps 
most in dispute. These are cases in which the signs and symptoms 
are slight or have occurred some time before the patient comes under 
observation. It is probable that the ovum has perished and that the 
risk is over. It is from these cases that the largest number is chosen 
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for expectant treatment, a course which I shall endeavour to show 
to be by no means free from danger. 

4. Lastly, there are cases in which the ovum has been retained for 
some considerable time. Even in such cases there is evidence that 
there is danger in leaving them to nature. 


ANALYSIS OF CASES. 


The cases submitted to abdominal section were 17 out of 21, 2.e., 
81 per cent. In most of these operation took place within a day or 
two of admission, while in a few the serious condition of the patient 
necessitated operation within a few hours of admission. In 4 cases 
the abdominal section must be classed as secondary, since the interval 
between admission and operation was between 9 and 11 days. They 
were, in fact, watched for a week or so, and operated on because their 
condition was not considered satisfactory. 

Vaginal section was not employed in any case of the series. 
In all cases operated upon the method was abdominal section; 
vaginal incisions were used only in one or two cases, at or after 
operation, for the purpose of drainage. 

The cases in which there was no operation were 4, 7.e., 19 per cent. 

There were no fatal cases. 

Some points of special interest in individual cases may be 
mentioned, 

No. 2. The bladder was drawn up remarkably high on the 
abdominal wall, for, in spite of precautions (the passage of a catheter 
and a bladder sound), it was opened quite high up. The association 
of disease on the right side, in which there was a small ovarian cyst 
and a hydrosalpinx, is worthy of note. 

No. 4. In this case there was total cessation of symptoms for 
17 months, and then for 10 weeks a recrudesence sufficiently severe 
as to render relief by operation highly desirable. A three months’ 
foetus with membranes was removed. 

No. 5. Possibly an example of double extra-uterine gestation, 
as the right tube contained a mole, while the left formed a hemato- 
salpinx. 

No. 7. A case of repeated extra-uterine gestation, the patient 
having been operated on two years previously for a tubal pregnancy 
on the opposite side. The later specimens showed the mole in the 
process of extrusion through the ostium abdominale. 

No. 8. Showed the mole partly extruded into the abdominal 
cavity. Also fresh bleeding was caused by the manipulation, 
demonstrating that the delay of ten days had been distinctly 
dangerous, and showing clearly that the secondary abdominal section 
was justified. 

No. 9. Illustrated one of the complications of abdominal section 
in these cases, namely, the collection of blood in the cavity left by 
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the operation and its infection from bowel, and the value of vaginal 
drainage. The alarming symptoms subsided after vaginal incision 
and drainage. 

No. 10. Owing to a mistaken diagnosis the patient was curetted, 
and this was followed by serious abdominal symptoms. 

No. 14. A case of repeated extra-uterine gestation. The first 
attack occurred in February, 1905, and the patient came up in 
October, 1906, in answer to a letter of inquiry—with symptoms of a 
second tubal pregnancy on the opposite side. The manipulation of 
the examination apparently ruptured the tube as it was followed by 
collapse so serious that operation was performed within a few hours. 
A mass of recent blood-clot and a fetus of 3 months’ development 
were found in the abdomen. 

No. 18. Illustrated the difficulty of diagnosis from a retroverted 
gravid uterus, and how only after great difficulty, even under an 
anesthetic, was it possible definitely to locate the fundus of an 
abnormally small uterus pressed tightly behind the pubes. 

The results of this series, arranged like Dr. Bell’s, work out as 
follows :— 


Fatal cases... 
Cases left alone and 
Cases left + vaginal sections 
Abdominal sections : 
17=81% 
Mortality of all abdominal sections ... ... ... nil 


My series is so small that a more useful object is attained by 
adding my figures to Dr. Bell’s :— 


Number of cases’... ... ... «.. 88+21=109 
Fatal cases... ... Oe Se BION 
Cases left and 9+ 4= I=119 
Vaginal sections ... ... ... ... 6+ 0= 6= 55 % 
Cases left and vaginal sections ... 15+ 4= 19=174 % 
Abdominal sections : 
Primary ... ... ... 674+18=.80=734 % 
Secondary ... ... ... ... 6+ 4= 10= 917% 
Cases in abdom. was 
not done ... ... 19= 19=17°4 % 


Mortality of abdom. section we O= B= 
out of 90 out of 90 
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The experience of the foregoing series seems to justify the 
following conclusions, 

There can be no question that cases with signs of severe internal 
hemorrhage require immediate operation. The danger of delay was 
well shown by one of Dr. Bell’s fatal cases (R.M.C. case 15, admitted 
July 1, 1900) in which the patient died of uncontrollable hemorrhage 
although already in the hospital and in spite of immediate operation. 

Much more difficult are the cases in which there is leakage from 
the tube and a slow steady trickle of blood, resulting in the formation 
of a pelvic hematocele. This was found in 10 of the cases operated 
upon in my Series or 58 %. 

Probably in most of these the bleeding will not recur and hence 
in advocating operation one must admit that many cases which would 
probably have recovered without, will be submitted to operation, but 
I would maintain that we are not at present qualified to select our 
cases, and until we can do so with certainty, it is best to operate. 
I will illustrate the difficulty of selection by a reference to case 8 of 
my series (cp. p. 262). In this case the pelvis was found to be full of 
old and recent blood, and bleeding was still going on, a tubal mole 
being in the process of extrusion. The patient’s severe symptoms 
had commenced three weeks previously—in three weeks extrusion 
was only partial and bleeding still continued; therefore for three 
weeks the woman had been in an extremely critical condition, the 
gravity of which could only be recognized when the abdomen was 
opened. At any time the tube might have ruptured under the strain 
of the growing ovum and the process of extrusion, yet this was a case 
of pelvic hematocele, part of which was old, which might have been 
selected for expectant treatment. 

Most commonly, however, the cases so selected are those in which 
we imagine the ovum to have perished as all urgent symptoms have 
been absent for some time. The patients come up for vaginal 
hemorrhage or symptoms arising from the presence of an abnormal 
mass in the pelvis, as pain or interference with defecation 
or micturition. These patients are thought to have solved the 
problem by weathering their danger unattended and it is considered 
that they are correctly treated by avoidance of surgical methods. 
To this there are two chief objections. 


(1) Hospital patients cannot be retained for more than a certain 
time, at the end of which they are discharged in exactly the same 
physical condition as regards their pelvis as when they entered the 
hospital, for the process of absorption is nearly always much too slow 
to be observed in hospital. 

(2) They may have a recurrence of severe symptoms and we 
cannot at present tell when they will or will not. 

Dr. Fairbairn published a case in this Journal in December, 1906, 
which illustrates the latter statement. The gist of the case is as 


| 
1 
q 
4 
i 
| 
2 
is 
| 
4 


Suhr : Tubal Gestation 265 


follows: The patient presented all the indications of a tubal abortion 
with the formation of a hematocele. There was an interval during 
which the urgent symptoms subsided and then after several weeks a 
return of the dangerous symptoms thus necessitating operation. 
The operation showed that the growth of the fetus must have 
continued after the formation of the hematocele. 

This case illustrates our present inability to select cases for expec- 
tant treatment; since we have here proof of our inability even to 
diagnose with certainty the death of the ovum, much less to predict 
the future course of the condition. 

Case 18 of Dr. Bell’s series is instructive in illustrating the 
mistakes that can be made in selecting cases for expectant treatment. 
Admitted to hospital on September 6th, the patient eventually was 
operated on November 28th and was under treatment 129 days from 
the time of her admission. This case was selected as a suitable one 
for expectant treatment, yet no less than three months afterwards her 
symptoms became severe enough to warrant an operation, thus 
showing clearly that in her case, as in many others, the first line of 
treatment was wrong, though apparently indicaed at the time. 

Results.—There were three fatal cases in Dr. Bell’s series and it 
is worthy of note that in two of these the uterus had been previously 
explored, a mistaken diagnosis having been arrived at outside. In 
both cases the result was infection of the hematocele and ultimately 
death of the patient. 

Out of the entire series of cases under discussion, where abdominal 
section was the only treatment, there was only one death. The 
patient died of peritonitis and must be reckoned as one of the unfor- 
tunate cases of accidental infection at operation. 

In my series, covering 18 months’ work at St. Thomas’s Hospital 
subsequent to Dr. Bell’s paper, there was no death, though the opera- 
tion rate (81 %) was nearly the same as in Dr. Bell’s (83 %). The 
results show an improvement on his, but it might be admitted 
however that one fatal case in so small a series would have altered 
the figures considerably. 

A change in methods shown by the newer series is the complete 
demise of vaginal section as a method of operative procedure. As a 
primary operative method it has shown itself to be dangerous and 
useless, and has recently been employed only as a method of 
drainage. 

On the evidence of the foregoing series with the quotation of one 
or two additional cases, I have attempted to show that 

(1) The tendency towards more frequent operation is justified 
and the results are much improved. 

(2) That the risk of abdominal section is not greater than the 
risk of leaving cases without operation. 

(3) That we are at present unqualified to select with safety cases 
for expectant treatment. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or | 
from being, in a special sense, typical examples of thevr class). 


I. 


On the Occurrence of Ovarian Tumours in Sisters. 
A Record of three instances in which two sisters 
were successfully operated upon for the removal 
of Ovarian Tumours. 


By A. C. Burier-Suyrtue, F.R.C.S. Ed., 


Senior Surgeon to Out-Patients, Samaritan Free Hospital for Women 
and Children, London; and Senior Surgeon to the Grosvenor 
Hospital for Women and Children, Westminster. 


Many cases of fibroid tumours of the uterus occurring in sisters have 
been published, and there are several instances in which two, three 
and four sisters have been operated on for the removal of such 
growths. But with regard to ovarian tumours the association is 
much less common. That it does occasionally occur in blood 
relations and in sisters, no one will deny, but curiously enough I 
cannot find any mention of authentic cases in current literature, nor 
am I cognisant of published statistics relative to the percentage of 
ovarian tumours in general, let alone this point in particular. That 
being so, it is not to be wondered at that the number of instances in 
which ovarian tumours have occurred in sisters has up to the present 
received but little attention. Pfannenstiel, writing in Veit’s Hand- 
buch der Gyndkologie, vol. III., part I., page 413, says :—“ Up to the 
present we know little of the relations of heredity to ovarian growths. 
The number of cases of growths of this kind observed in sisters and 
blood relations is remarkably small when contrasted with the 
frequency of ovarian tumours in general. Nevertheless, hereditary 
tendency, such as is seen in cancer, taken as a whole seems not 
improbable if we take such a tendency in a general sense, and not as 
signifying a liability to the development of particular growths in 
particular organs.” These remarks reflect very clearly our present 
position, and also show how little the subject has been studied. It is 
with the motive of bringing forth information on this somewhat rare 
occurrence that I am now recording the following cases. 
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Some coincidences may be noticed in relation to these cases. 

All the patients were operated on by the same surgeon. 

In each instance one sister was single, the other married. 

In the first, the unmarried sister had two large multilocular 
cysts, the other a multilocular cyst and a large cystic ovary. 

In the second, each sister had a dermoid tumour of the left ovary. 

In the third, each sister had a multilocular tumour of the right 
ovary and both patients were said to be pregnant. 

In all three instances the sisters from each family were operated 
on consecutively. 

All the patients came under notice within the period of sexual 
maturity. 


M. S., et. 17, single, and employed in her father’s shop, was sent 
to me in September, 1890, by Dr. Sydney Haynes, of Stansted, Essex. 
The patient was a girl of medium height with dark features and 
brown hair. 

She gave the following history :—Menstruation appeared at the 
age of 12 years. It was regular, the flow lasting from two days to 
a week, the loss being scanty. In the intervals she was troubled with 
whites. Her family history was bad, the father, two uncles and a 
brother all having had cancer. On examination the patient’s heart 
and lungs were found to be healthy. The thorax and limbs were 
somewhat emaciated, micturition was frequent, the urine being acid, 
with a specific gravity of 1010 and no albumin. The bowels were 
regular, and there were no nervous symptoms. The abdomen was 
greatly distended, and fluctuation was felt in front and at both sides. 
There was dulness all over the swelling and resonance far back in the 
flanks. Examination per vaginam revealed an unusual condition. 
A septum was felt running across the vagina, dividing it into two 
canals, an anterior and a posterior, each being of about the same 
calibre. Two tumours could be made out, one lying in front of the 
uterus, the other behind that organ. 

For some months she noticed that the abdomen had been getting 
larger, but beyond that fact there was no history of illness, with the 
exception of loss of appetite and emaciation. 

The patient was admitted into the Grosvenor Hospital for Women, 
Westminster, where I operated on September 10th, 1890, in the 
presence of Dr. Haynes and my colleagues. Two large cysts were 
removed, and at the same time I cut out the vaginal septum. The 
tumours when examined showed nothing of a malignant type. The 
patient made an uninterrupted recovery, and was well in March, 
1908. 

In September, 1901, E. P., et. 40, married and the mother of 
three children, was sent to me by Dr. Sydney Haynes. She was an 
elder sister of the previous patient and her history was somewhat 
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similar. Menstruation appeared at 13 years of age, the flow usually 
lasting five days and the loss being medium. Her last child was 
born six years ago and from that time up to ten months ago, her 
periods were regular. She then began to lose every fortnight, the 
last period being in September, 1901. In November, 1900, she began 
to feel out of sorts, and thought she was getting thinner in the chest 
and arms, and at the same time stouter in the abdominal region. 
Beyond these symptoms there was nothing to complain about. The 
patient was larger built than her sister. She occupied herself at 
home with domestic duties, and so far as she could recollect, had 
never sustained any injury. Her condition when examined was as 
follows :—The lungs and heart were normal. The tongue was clean, 
bowels regular. Micturition was natural, the urine being neutral in 
reaction, with a specific gravity of 1015, and free from albumin. 
She slept well and had no headaches. The abdomen was distended to 
half way between the umbilicus and the ensiform cartilage, the 
swelling showing more on the left side. There was a dull note all 
over the tumour, and the flanks were resonant. Bimanual examina- 
tion showed the uterus to be in front of the tumour. On September 
27, 1901, I operated, assisted by my colleague Mr. Morris. On open- 
ing the abdomen a large pink coloured tumour presented. The 
incision was enlarged and the cyst removed whole. It had a very 
short pedicle and proved to be a multilocular cyst of the left ovary, 
the opposite organ being much enlarged and cystic. In order to save 
it I resected the larger cysts and closed the wounds with fine silk 
sutures. Then having punctured and expressed the fluid from the 
smaller cysts, the ovary was dropped back into the pelvis and the 
wound in the abdominal wall closed in one layer with silk worm gut 
sutures. The patient rapidly recovered and returned home well 
within a month. She was in good health in March, 1908. 


M. S., wet. 29, married and the mother of three children, the 
youngest being six years of age, consulted me in April, 1905. She 
was well up to a year ago when she began to have pain in her left 
side of a dragging character. Her womb came down about six 
months ago, but she was unable to wear a pessary. Within the last 
few months she has lost flesh, but it was the prolapse that brought 
her to the hospital. Examination per vaginam showed a large heavy 
uterus with the cervix split stellately and the os uteri patulous. 
Bimanually,a hard swelling could be felt lying in front of the uterus, 
making pressure on the bladder and pushing the uterus down in the 
vagina. The swelling could not be separated from the uterus. Since 
her fourteenth year she had been regular, losing from five to seven 
days. For some months she had had an inter-menstrual acrid dis- 
charge, micturition was frequent. The bowels were regular. The 
heart sounds were weak and the pulse was rapid and small. The last 
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menstrual period was in February. This patient’s aunt on the 
father’s side had an ovarian tumour removed by Sir Spencer Wells 
some years ago. It was said to be from the left side, in his list 
of 1000 cases, however, the nature of the growth is not disclosed. 
The diagnosis arrived at was, a dermoid tumour of the ovary. On 
April 5, I operated at the Grosvenor Hospital for Women. My 
colleague, Mr. Morris, assisted me, and Dr. Blumfeld gave the 
anesthetic. A free incision was made and a dermoid tumour of the 
left ovary, the size of a large cocoanut, was removed. Its pedicle 
was very short and had kept the growth in close contact with the 
uterus. The tumour contained skin, bone, teeth and a quantity of 
light coloured hair. The patient made a speedy recovery, and in 
March, 1908, was well and expected to be confined of her fourth child 
in July. 


A. P., et. 34, single, and by occupation a housekeeper, consulted 
me in July, 1905. She was a healthy dark-featured woman with 
brown hair and good teeth. She gave the following history. 
Menstruation began at 13 years of age. The flow was free and 
usually lasted for seven days. The last period was in May, 1905. 
She enjoyed good health up to six weeks ago, when she began to feel 
ill and complained of backache and pain in her left side. Bimanual 
examination revealed a hard swelling lying in front of the uterus 
from which it could not be separated. It seemed to be more on the 
left side of the pelvis than on the right, but no pedicle could be felt. 
General examination showed the thoracic and abdominal viscera to 
be healthy. Micturition was frequent, the urine being acid, with a 
specific gravity of 1020, and free from albumin. Some months 
previously I had removed a left dermoid tumour from her younger 
sister. The early and free menstrual loss led one to bear in mind the 
possibility of a uterine fibroid, but the ultimate diagnosis was a 
dermoid ovarian tumour. 

On August 1, 1905, I operated at the Grosvenor Hospital for 
Women. My colleague, Mr. T. Crisp English, assisted, and Dr. 
Blumfeld gave the anesthetic. The abdominal walls bled freely. 
On opening the peritoneal cavity the tumour was seen to be a 
dermoid, and therefore the incision was enlarged to six inches so that 
the tumour might be extracted without bursting. The pedicle was 
extremely short and at the same time broad and thick. The tumour 
was brought outside the abdomen with some difficulty and the pedicle 
was then tied in sections and the growth removed. The right ovary 
was normal. The tumour was a dermoid of the left ovary and it 
contained skin, bone, teeth, and a bundle of light coloured hair. 
The patient got well quickly and went home at the end of a month. 
She was well in March, 1908. 


E. M., wt. 18 years, single and by occupation a clerk, was 
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brought to me by her mother in January, 1906, on account of an 
abdominal swelling which was pronounced by three medical men to 
be an eight month’s pregnancy. The following history was related 
to me by the mother. “In December last the patient consulted a 
doctor on account of the stopping of her periods for the second month. 
She also noticed that the abdomen was getting bigger. Up to that 
date she had experienced no discomfort; but three weeks later, 
December 28, she was suddenly seized with a violent attack of pain 
in the right side of the abdomen which lasted for four days and four 
nights, during which time she was in great agony.” 


The patient, a bright, good-looking girl, whose demeanour made 
it evident that she had nothing to conceal, attributed her condition 
to getting a chill whilst bathing in the sea in September last, she 
being unwell at the time. The flow suddenly stopped without any 
sign of pain or inflammation, and from that date she had not seen 
anything. 

Menstruation first appeared at the age of 153 years, and she was 
quite regular up to September 5th. The flow lasted four or five days 
as a rule, the loss being medium and the pain at those times very 
slight. Early in life she had chorea, but with that exception she 
always enjoyed good health. 

On examining the patient, the following notes were made :— 
The breasts are small and the nipples normal. The areola are devoid 
of any darkening, and no Montgomery’s tubercles are present. 
The thorax and limbs are not emaciated. The lungs are healthy. 
On auscultation a pulmonary hemic bruit is heard. The pulse is 
regular, and beats 60 to the minute. There is a large swelling in the 
abdomen reaching to midway between the umbilicus and the ensiform 
cartilage. If anything, it is situated more on the right side of the 
abdomen. Its surface is irregular and hard in parts. It can easily 
be moved laterally, and: to a certain extent vertically. It is not 
tender when palpated, and no distinct sense of fluctuation can be 
obtained. The percussion note in both flanks and above the swelling 
is resonant. 

No contractions, movements, or foetal parts can be made out, and 
no foetal heart or uterine souffle can be detected by auscultation. 
Pelvic examination reveals a small uterus with virginal os and 
cervix. The vagina is not discoloured, and there is no leucorrheal 
discharge. Having carefully considered all the points of the case, I 
diagnosed an ovarian tumour with a twisted pedicle, and my clinical 
assistants, Drs. Clutterbuck and Thomson, agreed with me. Later on 
the patient was seen in consultation by my colleagues Mr. Meredith 
and Mr. Doran, who confirmed the diagnosis. 

On January 22nd, 1906, at 9-45 a.m., I operated, at the Samaritan 
Free Hospital for Women. Dr. Brewer gave the anesthetic, gas 
and ether, and Dr. Clutterbuck assisted me. On opening the abdomen 
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the walls bled freely, and the parietal peritoneum was found to be 
adherent to the front of the tumour. The incision was enlarged 
upwards, and the omentum was seen to be adherent to the abdominal 
wall, and also to the upper part of the tumour, the walls of which 
were almost black. The parietal peritoneum was much congested, 
and in some places it looked quite dark. The adhesions were 
separated, and much free fluid escaped from the abdominal cavity 
whilst the tumour was being extracted. The pedicle was extremely 
short, and it was twisted one and a half turns. The large intestine 
was adherent to the base of the cyst and to its pedicle, and some 
_ eareful dissection had to be performed before it could be separated 
and the pedicle tied. The tumour was then removed and the 
peritoneal cavity washed out with hot saline solution. The incision 
was Closed with silkworm gut sutures in one layer, and a dressing of 
sterilized gauze applied. 


The tumour was a multilocular cyst of the right ovary almost in a 
condition of necrosis. The opposite ovary was healthy. The patient 
made an excellent recovery, and is now (March, 1908) in perfect 


health. 


E. B., et. 24, married, and the mother of one child, was advised 
by her younger sister, on whom I had operated a year previously, 


to consult me because of a gradual enlargement of the abdomen, 
which she first noticed a few months after her confinement. She 
gave the following history:— At the age of ten years she had 
rheumatic fever, and at fourteen she had a second attack. Menstrua- 
tion appeared in her fifteenth year, and recurred regularly, the loss 
being medium, and the flow lasting as a rule six days. She never 
suffered from dysmenorrhea. The interval between the periods was 
twenty-one days. At the age of nineteen she had a third attack of 
rheumatic fever. Her confinement took place eleven months ago. The 
child came feet first, and the perineum was torn. It was, however, 
stitched up at once, and gave no further trouble. A fortnight later 
she experienced slight pain in the front of her left thigh; but, 
notwithstanding that, she got up and walked about. On going 
upstairs, however, she was seized with a pain in the back of the left 
leg, and had to be assisted to her bedroom. The pain became worse, 
and the leg swelled, and this caused her to keep her bed for five weeks. 
Even now (December 16th, 1907) there is pain and swelling in that 
limb if she walks or stands about for any length of time. She did 
not have a binder applied after her confinement, and she very 
naturally thought that her figure had not resumed its proper size and 
shape on that account. Later on, as the swelling did not disappear, 
she began to suspect that she had again become pregnant, more 
especially as the breasts were secreting milk. The fact that the 
periods were quite regular up to December, however, made her feel 
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doubtful about her condition, and having talked the matter over with 
her sister she sought my advice. 

The patient was a tall, well-developed brunette. Her general 
condition was as follows :—The lungs were healthy. The pulse was 
small, and at the apex of the heart a mitral systolic murmur was 
audible. Micturition was normal, the urine being acid, with a 
specific gravity 1015, and no albumin or sugar. The appetite was 
fair, and the bowels regular. The temperature was normal, and the 
skin cool and moist. She slept well, and there was no history of 
headaches. The face, body and limbs showed no signs of wasting, 
and beyond the fact that there was a swelling in the abdomen the 
patient seemed to have no cause for complaint. 

On abdominal examination a large flaccid swelling could be made 
out in her abdomen, reaching almost to the ensiform cartilage. 
Free fluctuation could be detected, and pulsation was marked all over 
the tumour. Auscultation revealed a distinct souffle on each side 
of the swelling; there was a dull note on percussion over the front 
of the abdomen, with resonance in both flanks. Bimanually, the 
body of the uterus could be felt above and behind the pubis. It was 
somewhat pushed to the left side of the pelvis, and felt enlarged. 
It moved independently of the tumour, which filled the pelvis and 
fluctuated freely. The cervix uteri was soft, and the os patulous 
and irregular. There was no tenderness in the left thigh or calf of 
the left leg. A diagnosis of ovarian tumour, possibly burrowing in 
the broad ligament, was made. The patient was admitted into the 
Samaritan Free Hospital for Women, where her sister had been 
operated on a year previously. My colleague, Mr. Meredith, kindly 
saw the patient in consultation, and confirmed the diagnosis. On 
December 31st the patient was placed under ether by Mr. Jones, 
and, assisted by my colleague, Mr. Darwall Smith, I opened her 
abdomen and removed a large multilocular cyst of the right ovary 
containing a gallon of dark, grumous fluid. The pedicle was quite 
eight inches broad, and it was tied in sections. The left ovary was 
large, but healthy. The wound was closed by silk sutures in three 
layers, and a dressing of gauze applied. 


The patient made a good recovery, and went home within a 
month. 


| 

i 

} 

i 
| 

4 


Ivens: Chancre of Cervix 


A Case of Chancre of the Cervix Uteri. 


By Frances Ivens, M.B., M.S. (London), 


Gynecologist, Stanley Hospital, Liverpool. 


Mrs. G., a married woman, et. 32, came to the Out-patient depart- 
ment at the Liverpool Stanley Hospital, on September 14th, 1907, 
complaining of backache. Of four children, the oldest had died of 
“consumption of the bowels,” the second was still-born, the two 
others were healthy, the youngest being 15 months old. 


The patient had enjoyed good health until 3 months previously, 
when she consulted a doctor for backache, and had a Hodge pessary 
inserted. For a few weeks micturition had been frequent and pain- 
ful, and she had noticed blood in the urine. Her husband had 
recently been under treatment for three weeks for “discharge.” 


On examination a blood-stained purulent urethral discharge could 
be seen. There was no ulceration of the vulva, and no enlargement 
of the glands in the groin. The uterus was lying back, and was 
freely movable. The external os was rather patulous, and on the 
portio vaginalis slightly to the right side and extending on to both 
lips was an ulcer the size of a shilling. The surface was covered by 


a greyish slough, and the base was indurated. On wiping the surface 
blood oozed freely. 


In the urethra, near the neck of the bladder, was a linear ulcer, 
and the mucous membrane was intensely congested. 


I concluded the urethral condition was of gonorrhea] origin, but 
I regret that no bacteriological examination was made at the time. 
With regard to the cause of the ulceration of the cervix, the indura- 
tion and situation suggested malignancy, though the patient was 
rather young, but the unusual character of the ulcer and the associ- 
ated gonorrhea pointed to the diagnosis of a syphilitic lesion. To 
make certain I excised a small wedge from the edge of the ulcer for 
microscopical examination, from which I have had a drawing 
prepared. The section shows inflammatory changes only. The 
healthy epithelium ends abruptly, and the surface of the ulcer 
consists of exudation and necrotic granulation tissue. The connec- 
tive tissue, hyperemic and densely infiltrated with round cells, shows 
extreme cellular proliferation. 

The intima of the vessels is thickened. 


While waiting for secondary symptoms to develop antiseptic 
vaginal douches were given. 
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On October 28rd, five weeks after the patient first came up, she 
complained of sore-throat, and characteristic superficial ulceration 
was seen on the tonsils. The ulcer on the cervix had not diminished 
in size, but looked cleaner. 


The patient was then put on a course of mercury, in the form of 
Hutchinson’s pill, gr. xv. daily, and weak perchloride of mercury 
douches were given. 


The throat condition cleared up in a few days, and in about three 
weeks the chancre had disappeared. On November 23rd a roseolous 
rash appeared on the lower limbs, and some condylomata near the 
anus. The urethritis yielded to local applications of silver nitrate 
(gr. xxx. ad 3i). The patient now states that she feels perfectly well. 
She is still having mercurial treatment (January 24th, 1908). 


I am recording this case as there is such diversity of opinion 
among gynecologists regarding the incidence of chancre of the 
cervix, and its importance in the diagnosis of carcinoma of the 
portio vaginalis. 


Sir W. Japp Sinclair! states ““ My experience of English practicu 
leads me to the conclusion that syphilitic ulceration of the vaginal 
portion of the uterus is among the rarest of the diseases of women. 
I have several times in the earlier years of special work suspected 
syphilis and temporised accordingly in order to see the effect of 
general and local treatment, but in not one single case has the 
ulceration turned out to be other than malignant.” 


Dr. McCann says? “A primary sore (of the cervix uteri) is not 
rare.” This statement is criticised? by the reviewer of his book 
“Cancer of the Womb,” in the Lancet, October 12th, 1907, as being 
unsupported by proof. 


Dr. Pernet,‘ in a letter to the Lancet, November 16th, 1907, sup- 
ports Dr. McCann on the results of his own experience, and also 
quotes Fournier’s statistics. 


The latter writer® says: “Le chancre du col passe pour une 
rareté pathologique. M. Clerc dans sa statistique n’en mentionne 
qu’un seul cas sur un total de 113 chancres du diverses régions. 
M. Carrier ne le cite pas dans la sienne. Les traités de gynécologie 
s’en préoccupent & peine et certains méme le passent sous silence. 
Bref, de l’aveu général le chancre utérin serait une lésion véritable- 
ment exceptionelle. Je proteste energiquement pour ma part et 
contre ces statistiques et contre cette croyance commune. Si je 
consulte en effet mes souvenirs je suis bien certain d’avoir recontré 
le chancre utérin d’une facon assez fréquente. Et si je m’en rapporte 
& mes notes je trouve sur un total de 249 chancres génitaux, 13 cas 
de chancres du col.” 
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Dr. Herman® gives the notes of a case which came under his 
observation when secondary lesions had already occurred. The 
physical characters of the ulcer appear to resemble closely those of 
the one I have described. 
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Hysterectomy for Recurrent Papillomatous Growth 
of Uterus. 


By Ewen J. Mactean, M.D., C.M. Edin., M.R.C.P. Lond., 
F.R.S. Edin., 


Senior Gynecologist, Cardiff Infirmary; Consulting Gynecologist, 
Porth and Mountain Ash Cottage Hospitals, §c., §c. 


Mrs. A. P. et. 50, quintipara, was admitted into the Cardiff Infirmary 
in July, 1906, complaining of loss of flesh and increasing weakness 
associated with persistent, painful menorrhagia and offensive, watery 
vaginal discharge. 

The history showed that menstruation, previously regular and of 
the 28 day type, had during the past two years recurred on an average 
every 14 days, at times with labour-like pains and free loss of blood 
|} containing clots. 
| During the few months prior to admission the loss had become 
more or less constant, the discharge very malodorous, and the patient 

had become conscious of the presence of a soft growth proceeding 
from within the vagina and presenting externally. Frequency of 
micturition and constipation were also complained of. 

On admission, the patient was thin and debilitated and the com- 
plexion sallow and anemic. The pulse was soft and quick; the 
examination of the heart, lungs, and urine showed no abnormality. 

The uterus, which was possessed of a considerable degree of mobi- 
lity, was found to be of the size of a three months pregnancy and was 
raised higher into the abdomen by the presence in the vagina of a 
friable, soft solid growth, of the dimensions of a foetal head at term, 
The lower portion of the growth protruding from the ostium vagine 
was almost black in colour and its sloughing surface produced a 
markedly offensive discharge. 

At the operation undertaken for the removal of the growth per 
vaginam, it was found necessary to excise wedge-shaped portions in 
order to deliver the mass through the ostium. Thereafter the 
pedicle was traced to a somewhat broad base of origin in the upper 
portion of the uterine cavity and amputated. A blunt flushing 
curette was passed over the remainder of the cavity followed by the 
application of iodised-phenol and an intra-uterine pack of sterile 
gauze. The patient made a satisfactory, non-febrile recovery from 
the operation and left the institution a fortnight later. 

The pathologist, Dr. Schélberg, reported as follews on the 
portions of the growth submitted for microscopical examination : — 
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Prate I. 
Median-sagittal section of uterus, showing the agglomerated compound papille and 
the prominences described in the text. 
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“Fibro-adenomatous polypus. Fibrous tissue preponderates. 
Here and there are seen areas of what appears to be myxomatous 
tissue.” 

During the following six months there was a marked improve- 
ment in the general health, no loss of blood, and only a small amount 
of leucorrheal discharge. At the end of that time, however, the 
hemorrhages recurred in varying degrees of severity and at irregular 
intervals. In the early months of 1907 a watery discharge re- 
appeared and in May of the same year the patient again sought 
advice and was admitted to the Infirmary. 

Examination showed that the local condition described above had 
become re-established excepting that the growth had not attained the 
like dimensions. The operation was repeated and the pathological 
report indicated that the characters of the growth remained 
unaltered. 

A good recovery followed this second operation and as the patient 
and her friends declined to give permission for the removal of the 
uterus, she was allowed to go home in the course of three weeks. 

The pain, hemorrhage and offensive discharge recurred in the 
course of a few months and the patient was once more admitted to 
the Infirmary in September, this time prepared to undergo any 
operation which might be deemed advisable. 

I decided to perform vaginal hysterectomy after a preliminary 
operation which was practically a repetition of the first and second, 
both as regards the condition to be dealt with and the means adopted 
to clear away the thrice recurrent growth. Twenty days later I 
removed the bulky uterus by vaginal hysterectomy, the usual method 
involving sectional ligation of the broad ligaments with silk being 
employed. The only noteworthy point regarding the operation was 
that the bulky fundus uteri proved a little difficult to extract. Both 
ovaries and tubes with the adjacent peritoneum appeared to be 
healthy and no enlargement of glands was detected. 

After the first two days during which the rapidity of the pulse 
and persistent vomiting gave some anxiety, an uninterrupted 
recovery ensued. The patient was discharged towards the end of 
October, the general and local conditions being entirely satisfactory. 

The latest report is to the effect that the progress is well main- 
tained; that the patient has gained in weight and is able to do her 
housework; and that no evidence of local recurrence or of metastatic 
deposit has appeared. 

Description of specimen. The uterus is uniformly enlarged and 
presents no adhesions on its surface. Its greatest diameters are as 
follows: vertical, 43 inches; transverse, 3} inches; antero-posterior, 
2} inches. Its weight is approximately 9 ounces. 

On median-sagittal section (see Plate 1) the tissues generally are 
of a yellowish-white colour and of soft though not friable consistence. 
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Having regard to the bulk of the organ, the muscular layer—recog- 
nisable by its greater density and darker shade—is thin, especially 
at the fundus where it is less than an eighth of an inch in section. 
Projecting into the uterine cavity from the substance of the anterior 
wall is a soft solid prominence the size of a golf ball. This promin- 
ence is confined by no capsule nor do its tissues show a fibrillated 
structure. Its surface toward the uterine cavity is rough and jagged 
probably the result of operative manipulation. The appearances 
suggest that the summit of this prominence was the main point of 
origin of the recurrent growth referred to in the clinical record. 

Immediately superjacent to it is a second prominence of similar 
consistence but of ligulate contour. Its surface, as well as that of 
the remainder of the uterine cavity, is thickly studded with low but 
branching compound papilla. The papille are flattened by mutual 
pressure. The cervix and its canal are unaffected. No fibroid 
nodules are seen at any point in the uterine tissues. 

Dr. Schélberg, in a further interim report on sections taken from 
various parts of the uterus, says :— 

“‘ Microscopical examination shows that the condition present is 
histologically similar to that of the original portion removed in July, 
1906. There is no conclusive evidence of a malignant degeneration 
though this may prove to be present on further examination to which 
this specimen will be submitted.” 

Fig. 2 shows the uterine mucosa with its characteristic glands 
lined by a single regular layer of columnar epithelium. The 
multiple papille are seen projecting from the mucosa, their epithelial 
covering being for the most part a single layer of cylindrical cells. 

Fig. 3 shows, under a higher magnification, the structure at the 
point of junction of the mucosal stroma and the core of the papille. 
A considerable amount of fibrous tissue is present. The field, how- 
ever, is very cellular and many of the large deeply staining nuclei 
show mitotic figures. 

Remarks. It may be stated in general terms that the case is dis- 
tinguishable, both clinically and pathologically, from typical 
instances of either carcinoma of the body of the uterus, on the one 
hand, or sarcoma of the corpus on the other. 

The rapid and bulky recurrence of the growth so as to present 
itself at the ostium vagine three times in a little over twelve months, 
is a noteworthy feature. In that respect the case resembles one 
reported by Amand Routh and recorded in the London Obstetrical 
Transactions, vol. XLI., 1899. A Committee of the Society referred 
to Routh’s case as one of “‘ supposed myxo-sarcoma of the uterus.” 

The histological characters of the growth, so far as they have been 
studied, are not sufficiently definite for classification. The patient, 
however, will be kept under observation and should anything further 
be discovered to throw light on the nature of the case a supplement- 
ary clinical history will be published. 
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Prate IIT. 
Photomicrograph, <200, at junction of mucosal stroma and core of papille. 
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Prate IT. 
Photomicrograph, X20, showing uterine mucosa and _papille. 
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Calcified Fibroma of the Ovary. 


By G. A. Casatis, M.B., ete., 


Gynecological Surgeon to the Victoria Hospital, Wynberg, 
Cape Town. 


Tue rarity of calcified fibrous growths of the ovaries gives some 
interest to the following observation :—Mary N., aged 42, multipara, 
consulted me on November 12, 1907, for profuse memstrual and inter- 
menstrual hemorrhages accompanied by severe pains in the lumbar 
and hypo-gastric regions. The pains had of late become continuous, 
and the patient was seldom free for more than a week of the 
menstrual discharge. On examination the patient, a fat coloured 
woman, was found to suffer from a fibroma of the uterus, with what 
appeared, to the examining fingers, to be a second and pedunculated 
tumour arising from the fundus. 

A laparatomy revealed the presence of an ordinary interstitial 
fibroma which had invaded the whole of the uterine body and was 
about the size of a cocoa-nut. The pedunculated growth proved to 
be a calcified ovarian fibroma as big as a cricket ball and quite 
distinct from the uterine tumour, to which it had preserved its usual 
relation. The ovarian growth was white and as hard as a stone—a 
median section performed with a fine saw showing the fibroma to be 
fully and totally infiltrated by the lime salts—indeed, except for a 
peculiarly tough fibrous covering, very little fibrous tissue was left, 
especially in the centre which was uniformally stony and calcareous. 
The Fallopian tube stretching over the growth was hypertrophied, 
but otherwise normal, the fimbrie being fleshy and well developed. 
The canal was patent up to the uterine insertion, when it became 
lost in the uterine growth. The latter weighed about 2 lbs., the 
ovarian growth 1 lb. 4 ounces. The right ovary was micro-cystic, 
the tube healthy, and both were preserved when the uterine and left 
ovarian tumours were excised. 
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Some Modern Maternity Hospitals, with Plans and 
Illustrations. 


Ill. 


BELFAST MATERNITY HOSPITAL. 


By Joun M.A., M.D., F.R.C.S. Eng., 
Consulting Surgeon to the Hospital. 


Tuer Belfast Maternity Hospital is one of the oldest charities in the 
city. It was inaugurated in the year 1793 as the Belfast Lying-in 
Hospital, and was for many years located in a house in Donegal 
Street. In 1825 a new building was erected in Clifton Street. Here 
the Hospital carried on its work throughout the remainder of the 
nineteenth century. The building in Clifton Street was enlarged 
\\ in 1850, and was altered and improved from time to time. In 1894 
its name was changed from the Belfast Lying-in Hospital to the 
i} Belfast Maternity Hospital. Towards the end of the last century 
a movement was started for the erection of a new hospital, the old 
building having become quite unsuitable for the work of a modern 
maternity hospital. Asa result a plot of ground in Townsend street, 
in the heart of a thickly populated working class district, was 
acquired. This ground has a frontage to Townsend Street 
of ninety-five feet, and extends backwards for a distance of one 
hundred and eighty-three feet. On this site the present hospital 
has been erected. It was opened on November 7, 1904, by the 
Countess Grosvenor. The cost of the building was about iine 
thousand pounds. Its full title is now the Incorporated Belfast 
Maternity Hospital. 

The hospital is built in the shape of the letter T, the cross portion 
occupying the frontage line in Townsend Street and the stem 
extending backwards to the utmost limit of the plot of ground. 
This form of building allows the greatest possible freedom as 
regards light and air. The presence of the basement causes the 
ground floor to be considerably above the level of the street and the 
surrounding land, a very great advantage in Belfast, where the 
greater part of the town is not much above sea-level. 

The Basement contains a passage under the corridors in which 
the mains for water, gas, and electric light run. This passage is of 
ample dimensions and permits the mains to be readily inspected 

and repaired. In the basement the coal store is also situated. The 
lift descends into the coal store, so that coal can be readily raised to 
any part.of the hospital. 
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Belfast Maternity Hospital. 


Belfast Maternity Hospital—Labour Ward. 
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Belfast Maternity Hospital. 
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The Ground Floor is mainly for the executive. It contains the 
committee room, the nurses’ sitting room, the matron’s sitting room, 
and the kitchen towards the front. Further back are the resident 
medical officer’s quarters, a students’ room in which the students in 
attendance can pass their time during the progress of a case, and, 
at the extreme end of the stem of the T, an out-patient department. 
This department contains a waiting room for patients, a consulting 
room with couch and chair for the examination of patients, and 2 
bath and lavatory. This arrangement was made so that all patients 
could enter the hospital by this way, and, when possible, could be 
bathed and put into clean clothes before going to the wards. 
Towards the front of the building, opposite the main entrance, is the 
staircase and a passenger lift to all the floors. The lift is con- 
structed so that patients can be readily taken up in it when they 
come in in the later stages of labour. 


The First Floor is wholly occupied by patients. It contains the 
couch room or labour ward, twenty-two feet by eighteen feet, and 
thirteen feet high. The floor is of Eubceolith; the walls are lined 
with smooth white tiles to a height of five feet six inches; above the 
tiles they are finished with Keen’s cement; and the junction of walls 
and floor is rounded. The room is lighted by large plate-glass 
windows. The water supply is controlled by revolving taps worked 
by the elbow, thus eliminating the troubles attendant upon the use 
of pedal taps. The room is furnished with two beds and an operation 
table, as well as with an instrument press. Opening off the labour 
room is a small chamber, lighted by a window, for the sterilization 
of instruments and dressings. Provision is made by means of a flue 
for the escape of steam from this chamber. 

On the first floor there is an observation ward and an adjoining 
room for the nurse on duty in that ward. There are also four wards, 
each containing four beds, and some small wards with one or two beds 
in each. Four is the maximum number of beds in any one ward. 
Behind the first floor a garden roof extends over the out-patient 
department. The space it now occupies can, if necessary, be 
utilised at some future time for an extension of the building. The 
lavatories and bath-rooms are situated in a sanitary tower, which is 
on the opposite side of the corridor from the wards and is separated 
from the main building by a disconnecting passage. Adjacent to 
this sanitary tower is a shoot, by which soiled linen can be readily 
conveyed to the yard near the disinfector and laundry. 

The Second Floor contains one four bed ward. With this 
exception the whole of this floor is devoted to the sleeping accommo- 
dation for the nurses and servants. There are a few small separate 
rooms, and the larger rooms are subdivided into cubicles. 

The Laundry is at the end of the yard, and is in no way connected 
with the main building. It contains a washing room, an ironing 
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room, and a drying closet, and is furnished with the latest laundry 
appliances. 

The Disinfector is also in the yard. 

The Destructor is situated near the disinfector and is heated by 
gas. It is a very convenient and efficient one supplied by Messrs. 
Fletcher, Russell, & Co., of Manchester. 

General Description. The hospital is built of red brick, relieved 
in front and especially about the main entrance by stone. It is a 
plain, substantial, and serviceable building. 

The Flooring is of Eubeolith, also called Xylolithite, a concrete 
composed of sawdust wrought to a very fine surface and waxed. By 
the use of this material all joints are banished. The cold feeling of 
the terrazzo floor is done away with. The cost is reduced to a mini- 
mum, the Eubeolith being cheaper than either wood or terrazzo. 


The floors can be cleaned in the ordinary way without injury to the 
material of which they are composed. The mixture of which the 
Eubeeolith is made can be wrought to any colour. In the case of the 
Belfast Maternity Hospital the ordinary pitch-pine stain has been 
adopted. During the past two years the floors have worn well and 
have proved in every way satisfactory for the purposes of a lying-in 
hospital. The junction of walls and floors is rounded throughout 
the hospital. 

The Lighting is by electric light supplied from the town 
installation, 

The Heating is by open fires at present, coal being used. The 
coal is brought to the different floors by the lift. Provision has been 
made for the introduction of some other means of heating should 
such be, at any future time, thought desirable. 

Ventilation is by gratings in the walls near the ceiling and by 
means of the windows. 

The hospital was designed by, and built under the superintendence 
of, Mr. W. J. Fennell, of Belfast. 

Management. The hospital is incorporated under the Companies’ 
Act. It is controlled by a Committee of ladies and gentlemen and 
worked by an Honorary Medical Staff. The acting honorary medical 
staff consists of two physicians, who take charge of the patients in the 
wards, and of two assistant physicians who look after the out-patient 
department. The routine work of the hospital is carried out by a 
resident medical officer, together with a matron and a staff of nurses 
for both in-patients and patients who are confined in their own 
homes. The hospital is primarily intended for poor married women. 
These are taken in free of charge if they are very poor, or for a small 
contribution towards the expense of their maintenance, if they can 
afford it. Within a certain area of the city poor women can be 
attended in their own homes by a nurse from the hospital. This 
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nurse can have the assistance of the resident medical officer or of one 
of the junior members of the honorary staff in difficult cases. The 
hospital has for many years been an important part of the Belfast 
Medical School. Every possible facility is given to students. They 
see the cases delivered in the hospital and go out through the district 
with the nurse who takes charge of patients in their own homes. The 
training of maternity nurses has always been an important function 
of the hospital. In the new building the proper accommodation of 
probationer nurses has been carefully considered. They are well 
trained in both theory and practice by the honorary medical staff 
and the matron. Every effort is made to inculcate the necessity for 
thorough asepsis on both nurses and students. In addition to the 
ordinary precautions, it has for some time been the practice to make 
vaginal examinations and to conduct all necessary manipulations 
with the hands covered by sterile rubber gloves. 

The hospital contains twenty-three beds. The average number 
occupied is sixteen. Over three hundred patients are delivered in 
' the hospital in the year and about the same number are attended in 
their own homes. A limited number of women receive advice in the 
out-patient department of the hospital, about one hundred and eighty 
in the year being thus dealt with. Owing to the large provision 
made for gynecological cases in the special and general hospitals of 
the town, there is no need to cultivate a gynecological out-patient 
department at the Maternity Hospital. 
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REVIEW OF CURRENT LITERATURE. 


Hand Disinfection. 

AHLFELD, Marburg (Miinchener m. Wchnschr., 1908, No. 1, S. 45), reports upon 
his further experimental research into the question whether the hand, after it has 
been in contact with virulent germs, can at once be brought into such a condition of 
cleanliness that it may, without hesitation, undertake surgical or obstetric work. 
Summing up his results he says: Bacteria which have only reached the surface of 
the hand a short time previously, and have not been rubbed in, may, by a con- 
scientious cleansing with warm water, soap and brush, and drying with a clean 
towel, be removed altogether or with the exception of a very few individuals. If 
in addition to cleansing in the above manner the hands are also cleansed with 
alcohol by means of a brush and flannel, one can obtain entire freedom from germs 
as regards the surface of the hand, and in most cases as regards the deeper portions 
of the skin also. 

‘These researches show that it is incumbent on every medical man, whether in 
private or hospital practice, to cleanse his hands in the way described directly after 
he has soiled them by contact with any infectious matter. If care be taken in 
carrying out this precaution he may then, if called upon for any surgical or obstetric 
interference for which he cannot employ indiarubber gloves, after further systematic 
disinfection of his hands by the hot-water and alcohol method, undertake such 
interference with a clear conscience. 

in the discussion on this paper at the Marburg Medical Society, Stéckel, while 
quite convinced of the great value of Ahlfeld’s method of disinfection with alcohol, 
could not admit that his very instructive experiments justified such extreme confidence 
that the method would prove effectual on an infected hand, and thought that one 
could not in such cases renounce the use of the surest protection—the indiarubber 
glove. In private gynecological work in his consulting room, he used a glove in 
every examination, and when accustomed to it had found that his sense of touch was 
not at all interfered with. He thought it very unwise to let practitioners suppose 
that a recently infected hand could always be left germ-free by immediate dis- 
infection, or even so free from germs as not to be a source of infection itself. More- 
over, in the primitive conditions of country practice, it was often easier for the 
practitioner to draw on an aseptic glove brought with him, than to carry out 
systematic hand-disinfection. 


Scopolamine-Morphine Anesthesia in Gynecology. 

Emiv Rigs (Amer. Journ. Obstet., 1908, vol. lvii, p. 204) has performed numerous 
gynecological operations under the influence of this anesthetic. The dose given was 
‘/,, grain of scopolamine and 4 grain morphine, divided into three doses and injected 
under the skin 24, 14, and 4 hour before the time arranged for the operation. In a 
few cases hyoscine was used instead of scopolamine, but the effect appears to be 
precisely the same. ‘I'he patient usually goes to sleep between the first and the 
second injections. All noise should be avoided, and the room should be darkened 
until the patient is fully under the influence of the drug. Ries finds the method 
satisfactory in vaginal operations, but in abdominal work, when the relaxation of the 
abdominal muscles is required, chloroform or ether must generally be given as well. 
The main advantage of this method of anesthesia appears to be that patients are 
spared the psychical effects of an operation to a considerable degree. Ries has not 
observed any bad effects from the drug. 
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Spinal Anzsthesia with Tropacocain. 

ALFRED von VALENTA (Gynaekologische Rundschau, 1908, Heft 1), reports upon 
the use of tropacocain to induce spinal anzsthesia in 150 cases. The anesthesia was 
complete in 127 cases, incomplete in 17, and absent in the remaining 6. After-effects 
were observed in 32 cases in order of frequency as follows: increase in the pulse- 
rate, in 14; collapse, in 6; pain, in 6; rise of temperature, in 3; and motor and 
sensory disturbances, in 3 cases, but there was no instance of such severe after- 
effects as permanent paralysis. E. Scorr CaRMICHAEL. 


Examination of the Blood in Gynecology. 

E. AvLHorn (Zentralb. f. Gyndkol., 1907, No. 51, S. 1601) reports the results 
obtained in a series of 174 women with abdominal disease in whom the blood was 
examined as to the amount of hemoglobin, the number of erythrocytes and leucocytes, 
and also in regard to the morphology of the blood corpuscles. The results obtained 
in 87 cases of myoma are of remarkable interest: The hemoglobin contents varied 
from 25 to 106 per cent.; it was approximately normal (over 80 per cent.) in 47, 
and considerably diminished (under 50 per cent.) in 8 per cent. of the cases; among 
the latter there were some women who had not had any severe hemorrhages, so that 
it seems that myomata may influence the amount of hemoglobin by the products of 
their metabolism. In many cases of myoma there was an increase in the number of 
leucocytes attributable to post-hemorrhagic leucocytosis, but a low leucocyte count 
was frequently associated with a very great diminution in the hemoglobin, and this 
seems to indicate that in such cases the system has been too greatly debilitated to be 
able to form enough white corpuscles, especially when inspection shows that the 
normal proportion of multinuclear leucocytes has been altered to the disfavour of the 
myelocytes. Under those conditions very important conclusions may be drawn as to 
the prognosis of operation. The unfavourable prognosis attached to a very deficient 
amount (below 30 per cent.) of hemoglobin becomes still more unfavourable when 
the number of leucocytes is diminished also, and any considerable increase in the 
number of myelocytes implies some serious injury to the general system. The 
examination of the blood is therefore of particular importance in cases in which no 
hemorrhage has occurred. 


Yeast in Gynzcology. 

Jaworski, Warsaw (Zentralb. #. Gyndkol., 1907, No. 50), has employed pre- 
parations of zymin in 34 cases: in 16 of gonorrheeal urethritis, in 11 of endometritis, 
and in three pregnant women with gonorrheal colpitis. He introduced suppositories 
of zymin into the urethra in cases of vulvo-vaginitis in infants, and dusted the vulva 
with a powder of zymin and sugar; erosions of the portio also were treated with 
zymin in the form of powder. Jaworski was satisfied with his results and recom- 
mends the yeast treatment as a real improvement in dealing with obstinate gonorrhceal 
affections. 


The Influence of the Central Nervous System in the Causation of 
Uterine Hemorrhages. 

Hvuco Exrenrest (Amer. Journ. Obstet., 1908, vol. lvii, p. 161), in certain cases 
of intractable uterine hemorrhage has been compelled to remove the uterus, and 
nevertheless has not been able to demonstrate any pathological changes in its structure 
after removal. In one such case the patient was decidedly of an hysterical tempera- 
ment. After considering the changes in the uterus which have been described in 
chronic metritis, Ehrenfest concludes that the hemorrhage is due to congestion of the 
uterine mucosa, and that this congestion is brought about by an increased tone of the 
uterine muscle inducing a certain amount of compression of the uterine veins, but 
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not sufficient to have any effect upon the arteries which continue to pour the same 
amount of blood into the uterus. Owing to the backward pressure in the veins the 
capillaries become engorged, and on rupturing give rise to copious bleeding. The 
increased tone of the uterine wall is a form of spasm such as may be found in 
numerous neuroses. ‘he influence of opiates and antispasmodics in the treatment of 


some cases of uterine hemorrhage is sufficiently well marked to add some support 
to these views. 


Dysmenorrheea, its Etiology and Treatment. 

Kermavner, Heidelberg (Monats. f. Geburts. u. Gyndkol., Bd. xxvi, Ht. 5), 
considers that the classification of the forms of dysmenorrhea has hitherto been 
indefinite and made without adequate basis. There can be no doubt whatever that some 
cases of dysmenorrhoea (after psychical shock) are of a nervous nature and without 
relation to any organic changes in the genitals. Forms of dysmenorrhcea can also 
be recognized accompanying hyperplasia and infantilsmus; it is a question in such 
cases what relation such dysmenorrhcea may have to the general condition, to chlorosis 
and, especially, to hysteria. ‘The mechanical origin of dysmenorrhea has still many 
adherents, chiefly because of the effects of treatment, for which no satisfactory 
explanation has been found. The source of the pain in dysmenorrhea is probably to 
be found, not in the uterus, but in the pelvic connective tissue, and in the sections 
thereof richly supplied with nerves, that is to say the sacro-uterine ligaments. 
Reviewing the prophylactic and general treatment of dysmenorrhea Kermauner can- 
not observe any noteworthy improvement during the last 30 years. 


The Tuberculous Origin of Dysmenorrheea, and its Treatment 
with Tuberculin. 

Hottos and Etsenste1n (Gynaekalogische Rundschau, 1907, Heft 23) point out 
that in certain cases of tuberculosis of the lungs and other organs, it has been found 
that treatment of the tuberculosis not only improved the general constitutional 
condition, but mitigated the dysmenorrhea from which many of these patients 
suffered, and believing that many cases of dysmenorrhcea are tuberculous in origin, 
even when there is no other evidence of tubercle, they suggest that, from this stand- 
point, the tuberculin treatment of some intractable forms of dysmenorrhea is of 
considerable importance. E. Scorr CaRMICHAEL. 


Some unusual forms of Genital Tuberculosis. 

Kroner, Giessen (Monats. f. Geburts. u. Gyndkol., Bd. xxvi, Ht. 5), reports the 
following interesting cases: (1) Cervical tuberculosis, the only other focus of the 
disease to be detected being a patch of lupus on the left buttock. (2) In this instance 
the principal seat of the disease was at the external os, but there were tuberculous 
nodules in the serosa and muscularis of the tubes and uterus; some years previously 
the patient had had an attack of exudative peritoneal tuberculosis. (3) An instance 
of a tuberculous focus in the pouch of Douglas, which had penetrated through the 
posterior wall of the uterus. (4) Tuberculosis arising from the cecum and involving 
the processus vermiformis, the right tube, and also the ovary which was beset with 
small caseated foci. (5) An instance of ulcerating miliary tuberculosis of the skin 
and mucous membrane for which no primary focus could be found. (6) Elephantiasis 


vulve, originating at the seat of a tubercular affection of the skin. 


Tuberculin Reaction as a Diagnostic of Primary Tuberculosis 
of the Genital Tract. 

M. Caxzozari (Archiv. di Ostet. e Ginecol., January, 1908) discusses the question 

whether these infections are primary or secondary. He relates the case of a multi- 
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para, admitted to hospital and curetted on account of incomplete abortion; at that 
time nothing abnormal was found in the appendages. Some months later she returned 
suffering from salpingitis and, after their removal, both the tubes were found to be 
tuberculous though bacilli were not demonstrated. The patient’s husband had suffered 
from peritonitis, carious disease in one thumb and from “chronic bronchitis,” and 
Calzolari, accordingly, believes that the salpingitis was a primary infection, and he 
confirms the diagnosis by the negative result of the ophthalmo-reaction after operation. 
E. H. L. O. 


Retroflexion of the Uterus, Pessaries and Dysmetropexy. 

G. Ket (Zentralb. f. Gyndkol., 1907, No. 51, S. 1604) found that among 4,750 
private patients, 526 had retroflexion of the uterus, mobile in 69, and fixed in 31 
per cent. Pessary treatment proved very disappointing, as among 31 per cent. of the 
mobile retroflexions so dealt with only 17, or 15 per cent., were completely cured. 
Klein would therefore only use pessaries for cases of incarcerated retroflexion of the 
gravid womb, for mobile retroflexions of the third degree, and for sterility for which 
no other cause but the displacement can be found. Mobile retroflexion of the first 
and second degree does not require any special treatment. Klein insists that metro- 
pexy should not be performed except in cases in which general treatment, the use of 
pessaries and the careful consideration of other morbid conditions, have been tried and 
tried in vain, for too often metropexy leads to dysmetropexy. 


Operations for Prolapse and their Permanent Results. 

TH. Perri (Zentralb. f. Gyndkol., 1907, No. 51, S. 1603) has had opportunities of 
re-examining 50 out of 75 women operated upon for prolapse, and has had written 
reports from 12 others; as two of the patients have died he has information about 
82°7 per cent.’ of the whole series. In 25 instances this was for 1 to 3 years after 
the operation, in the rest for 3 to 10 years. Colpoperineorrhaphy was performed in 
10 cases; in 39 this operation with anterior colporrhaphy; in 23 cases ventral 
fixation was also done, and in 3 instances the uterus was extirpated. Primary cure 
occurred in 93 per cent., and’ 67°8 per cent. had no relapse. Ventral fixation, com- 
bined with plastic operation, gave particularly good results. Two of these patients, 
however, died within a few days from the effect of the anesthetic. Petri recommends : 
for slight inversion of the vagina colporrhaphy and perineorrhaphy; when there is 
also descent of the uterus, vaginal, vesical or ventral fixation; for severe inversion 
with cystocele, interposition of the uterus and sterilization, and for women past the 
menopause, and those with fibrosis uteri, total extirpation with plastic operation. 


Instrumental Perforation of the Uterus. 

Kuntzscu, Potsdam (Zentralb. f. Gyndkol., 1907, No. 51, 8S. 1590), reports his 
experience of perforation of the uterus with the sound or Roux-Martin curette. He 
gives instances in which the accident proved harmless. The important point is that 
the perforation should be recognized as such immediately, and that the usual 
application of caustic should be omitted. The accident may very easily occur in 
cases of fixed retroflexion of the uterus with inflammatory disease of the adnexa. 

Injuries -made with more dangerous instruments, or such as are complicated by 
intoxications, tumours, septic infection or pregnancy, or which have already damaged 
internal organs, are a very different class of case, and require very different treat- 
ment from the first group. 


Postoperative Mesenterial Occlusion of the Bowel. 
Atsrecet, Munich (Monats. f. Geburts. u. Gyndkol., Bd. xxvi, Ht. 5), reports a 
case of intestinal obstruction after laparotomy for an ovarian cyst, which in a stage 


288 Journal of Obstetrics and Gynecology 


of very unfavourable prognosis was promptly relieved by keeping the patient in the 
prone position. More or less complete occlusion of the duodenum had occurred from 
abnormal tension of the radix mesenterii due to displacement of the small intestines 
and fixation thereof by the stomach, itself distended by the strangulation. The 
diagnosis depended chiefly : upon the repeated vomiting of bilious, but not fecal, 
matter, the prominence of the epigastrium without tympany of the rest of the 
abdomen, and the evidence of dilatation of the stomach, together with the pre- 
disposing factors. The method of treatment to be adopted in such a case would 
consist in emptying and washing out the stomach, and turning the patient over on her 
belly in order to relax the mesentery by displacing the small intestines forward. 
Should this prove unsuccessful, then operation ; lifting up of the distended stomach and 
transverse colon, elevation of the small intestines out of the pelvis; shutting off of 
the smaller pelvis by attaching the sigmoid flexure to the vesical peritoneum, and 


perhaps stitching up the radix mesenterii longitudinally and suspending it to the 
mesocolon. 


Extra-Fornical Treatment of the Pedicles in Vaginal Hysterectomy. 

Paoto Fiort (Archiv. Ital. di Ginecol., February, 1908) claims that by bringing 
the pedicles into the vagina and securing them there, he avoids the risk of sepsis and 
has greater control in the prevention of hemorrhage. He ties the uterine arteries 
on each side, and after opening the fornices and bringing down the fundus, 
secures the ovarian arteries either by tying them at once if the pedicle is not too 
thick, or by clamping them in forceps and tying them later with a Bantock knot 
when the uterus has been removed. There are thus four pedicles, two on each side : 
those on each side are tied together and are sewn into the wound when the vaginal 


vault is stitched up. A small opening is left in the vault for a light drain of gauze, 
which is removed on the third day. E. H.L. 0. 


The Technique of the Artificial Softening of the Uterus. 

Cesare Marocco (Archiv. Italiano di Ginecol., February, 1908) describes at length 
his method of inducing a condition in the uterus resembling that of the puerperium, 
in various diseases which he classifies as (1) Infantile Uteri. (2) Flexions with 
rigidity. (3) Metritis and endometritis. (4) Myomata. (5) Uteri implicated in 
lesions of the appendages. In the first class he introduces a thin-bladed, blunt- 
pointed knife above the os internum, and makes a series of radial incisions to the 
orifice of the canal; he dilates to 15 Hegar, curettes, and packs the cavity with gauze 
soaked in 2 per cent. zinc chloride solution, and packs the vagina with dry iodoform 
gauze. He employs continuous irrigation until the packing. Cases of the second 
class are treated in a similar way, the knife being guided by a sound previously 
introduced in order to avoid the risk of perforating the uterus at the point of flexion. 
The inner angle of the flexion is atrophic and must be avoided by the incisions. 
Dilatation may be stopped at 10 Hegar; the packing of the uterus may require 
renewal several times to produce the condition of pseudo-abortion desired. These 
patients have often a bad heredity of nervous disease, and relapses of the nervous 
phenomena may occur. ‘The third class again is similarly treated, the packing being 
renewed every 24 or 48 hours for about a week. If the uterus is hypertrophic 
Marocco sometimes removes wedges from the utero-cervical canal by means of his 


. linear incisions. The fourth class, that of fibroids, is benefited by similar treatment, 


as the symptoms are alleviated, hemorrhage, discharges, and painful contractions 
diminished, and, the way is pregared for the spontaneous expulsion or artificial 
extraction of the fibroids through the vagina. 

Marocco considers that this treatment is quite safe when carried out with rigid 
asepsis, and is not contra-indicated even in the fifth class, that with old-standing 
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pelvic inflammations, though, obviously, it must be carried out with the greatest care 
and the gynecologist must be prepared to do a laparotomy if acute symptoms super- 
vene. Repeated packings of the uterus are often followed by the absorption of 
obstinate exudations in the pelvis. A series of illustrative cases is added. 


E. H. L. 0. 


Obliteration of the Tube after operation. 

Rousse (Bull. Soc. Belge Gyn. Obst., October, 1907) has examined under the 
microscope, by means of serial sections, three pedicles obtained at two secondary 
operations. ‘The first specimen was from a patient aged 28, who had been operated 
upon for right tubo-ovarian disease of unknown origin, and again, nine months later, 
for a similar condition on the left side. The pedicle on the right side was 2cm. in 
length, and the distal half was transformed into a small hydrosalpinx, the contents 
of which escaped on removal. Examination of the sections showed the following 
condition : Starting from the uterine end the canal was found to be open, but towards 
the distal extremity, the place of the first operation, the lumen was narrowed and 
filled with epithelial cells which, in their turn, disappeared, to be replaced by 
muscular and connective tissue. At the end of the pedicle, buried in the broad 
ligament, the canal was completely obliterated, and there was no trace of the 
ligature or of a tubo-peritoneal fistula. 

‘The second case was that of a patient, 40 years of age, who had been operated 
upon for double tubal disease two years previously. At the second operation, which 
was undertaken for the relief of a hernia and painful adhesions, the stumps of the 
tubes, one centimetre in length, were found to be closely adherent to the sides of the 
uterus, and covered with peritoneum; all traces of the catgut had disappeared. 

The ends of these stumps were excised and cut into sections. One stump showed, 
from without inwards: parts of the broad ligament but no lumen, then muscular 
and connective tissue, and further on a flattened opening bordered in places by 
epithelial cells; the lumen became irregular in outline and narrowed, the epithelium 
disappeared, first partially then completely, and the sections showed muscular and 
connective tissue with complete obliteration of the canal. This part corresponded to 
where the ligature had been applied, and beyond it, in the centre of the tube tissue, 
an opening was seen not lined with epithelium. 

In the first sections of the second pedicle, the distal extremity was seen to be 
deeply buried in the broad ligament, then a mass of muscular tissue at the periphery 
with connective tissue nearer the centre; further on the lumen of the tube, with an 
epithelial lining was seen. The paper contains numerous microphotographs to illus- 
trate the conditions found. Rousse concludes that division of the broad ligament 
between two ligatures is sufficient to obliterate the normal tube completely. The 
very rare exceptions recorded are accounted for by errors of technique; by a pedicle 
too thick, or a ligature too light; by the ligature cutting through the tube, or by 
alterations in the tissues of the organ. A. Louise McItroy. 


On the Combination of Uterine Tumours with Tumours of other 
organs, more especially with Tumours of the Renal Capsules. 
Résste (Miinchener m. Wehnschr., 1908, No. 6, S. 305), after mentioning the 
co-existence of uterine myomata with multiple bilateral fibromyomata or fibrolipomata 
of the renal capsules, reports the case of a woman, aged 52, in whose uterus a large 
sarcoma with spherical myomata had developed, and in whom, moreover, multiple 
fibromyomata of the renal capsules were found growing into the kidney, as well as a 
large hypernephroma of one kidney and a malignant lipoma of the liver. Since a 
lipoblastic sarcoma of the liver has not as yet been recorded, though malignant lipo- 
fibromyomata of the uterus have been observed, the question arose whether the 
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hepatic tumour, at all events, might not have been a metastasis from a portion of the 
uterine sarcoma which had escaped examination, and therefore whether the uterine 
tumour was not a mixed growth. The fibromyomata of the kidney were also origin- 
ally supposed to be metastases from the uterine myoma, though for various reasons 
this view cannot be accepted. Even if, in this case, the other tumours were 
entirely independent of the uterine sarcoma, it is a question whether a common cause 
for the four primary tumours may not have existed in analogous germ proliferations 
from the peritoneum, since abnormalities of the surface or peritoneal covering of the 
organs may be suspected. At all events all these co-existing tumours, the fibro- 
myomata of the renal capsules, the hypernephroma, and the fatty growth in the 


liver, and possibly also the myoma of the uterus, were the descendents of displaced 
germs. 


Pseudomyxoma Peritonei. 

Epwarp Scuumann (Surgery, Gynecology and Obstetrics, January, 1908) gives 
brief summaries of 56 published cases, of which all but one had an ovarian cyst- 
adenoma, and in 30 instances the cyst was ruptured. Death occurred in 18 cases, 
37 recovered, some after one or more secondary operations for recurrence; the result 
of the other case is not stated. The ages of the patients varied from 24 to 76; the 
average being 48 years. He reports a case of his own in which two gallons of 
semi-solid gelatinous material, a ruptured ovarian cyst-adenoma, a cystic appendix, 
and a mass of omentum were removed. Two years later three gallons of similar 
material were removed, but the extirpation of a number of vascular nodular masses 
on the liver and intestines had to be abandoned. Four months later the abdomen was 
again filling up, and the patient was cachectic. He classifies the cases into two 
groups: (1) Those in which the extravasated cyst-contents remained passive but 
excited a “ foreign-body”’ peritonitis; (2) those in which active cells escaped from 
the lining membrane of the cyst and formed secondary cystomata by proliferation. 
Finally, he draws the following conclusions: (1) The “foreign-body” peritonitis of 
certain observers, pseudomyxoma peritonei, and secondary myxoma of the peritoneum, 
are different stages of one and the same condition. (2) The disease depends essen- 
tially upon the presence of a ruptured multilocular cyst-adenoma of the ovary. 
(3) It is a dangerous disease, both as to immediate post-operative results, and also 
by reason of its tendency to recurrence, and to the development of cachexia. (4) 
Inasmuch as histologically, it accurately corresponds with the processes of cancer 
formation, pseudomyxoma peritonei must be regarded as a form of carcinoma. 


Mites H. 


The Use of the Réntgen Rays in Cancer and other Gynzcological 
Diseases. 

H. Exrze (Zentralb. f. Gyndkol., 1907, No. 51, S. 1603) reports the effect of the 
X-rays upon seven cases of inoperable cervical carcinoma, six of which had 
undergone excochleation and cauterization, and also upon one case of carcinoma 
of the vulva after operation and two cases of pruritus vulve. The action of the 
rays when applied early to recurrent cancer was to limit the extension of the growth 
in a decided way, and to diminish the pains and the foul discharge, but it did not 
in any case effect a cure. On the other hand, many cases of pruritus vulve, in which 
every other treatment has been useless, may be cured by the Rontgen rays. 


The Results of the Extended Abdominal Operation for Cancer of 
the Uterus. 


E. Wertueim, Vienna (Zentralb. f. Gyndkol., 1908, No. 6), reports that among 
120 patients operated upon for uterine cancer at least 5 years ago, the primary 
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mortality was 27, and there have been 6 deaths from other diseases. Of the remain- 
ing 87 cases, 51 (58°6 per cent.) have remained free from recurrence. The primary 
mortality of his last 158 cases has only been 7°5 per cent., but the operability of 
carcinoma of the uterus remains as before, not much over 50 per cent. among the 
cases seen. Wertheim mentions the remarkable frequency of necrosis of the ureter 
which occurred in 10 of the 158 cases and was bilateral in one instance; moreover, in 
4 cases, there was necrosis of the wall of the bladder. 


Cancer of the Ovary. 

Branp-Surton (Brit. Med. Journ., 1908, vol. i, p. 5) describes primary carcinoma 
of the ovary as a rare disease, concerning which little is known. In order to 
discriminate it from secondary growths it is necessary to combine pathological with 
clinical observations, and during operation the surgeon must carefully examine the 
gastro-intestinal tract and gall-bladder for a primary carcinoma. These secondary 
growths are characterised by the enormous dimensions they may obtain whilst the 
primary growth is so small and inconspicuous as to be overlooked unless the surgeon, 
suspecting the nature of the case, makes a special search for it. Cases are detailed 
in support of this view. Bland-Sutton also considers it is desirable to follow up the 
post-operative history of patients who have had cancerous ovaries removed: this 
would, he believes, show that this condition is more frequent than some would at 
present admit. Frank E. Taytor. 


A Case of Malignant Chorionepithelioma. 

E. AvutHorn (Zentralb. f. Gyndkol., 1907, No. 51, E. 1601) pleads for the removal 
of the uterus, even when it is not demonstrably diseased, in every instance in which 
an operable metastasis of chorionepithelioma is met with, on the basis of the following 
case: A primipara 25 years of age, two months after spontaneous delivery, was found 
to have a tumour the size of a plum which, situated on the anterior vaginal wall, 
projected outside the vulva. The uterus was in a condition of subinvolution, but 
did not contain any kind of tumour at all. The association of an easily bleeding 
tumour with recent pregnancy led to a diagnosis of chorionepithelioma. The excision 
of the tumour was carried out in the healthy tissue, but the patient died seven 
weeks afterwards, with metastases in the brain, liver, lungs and other organs. 
Histological examination of the vaginal growth proved it to be chorionepithelioma of 
typical structure. The mucosa of the uterus was intact, and it was only in the 
muscular tissue that a few small foci of the disease could be found. 


Chorionepithelioma. 

Tu. v. Wenczet, Buda Pest (Zentralb. f. Gyndkol., 1908, No. 7) reports an 
interesting case of chorionepithelioma occurring not, as usual, after an abortion or 
hydatid mole, but after a natural labour at the end of the ninth month. The woman, 
a primipara, aged 21, six weeks after her normal labour, suffered from hemorrhage. 
‘The diagnosis was made upon microscopic examination of the material brought away 
by the curette, and the uterus was removed by the vagina. The patient recovered, 
and eight months later was still free from recurrence. 


Periodphoritis and Chronic Constipation. 

Arsuranot Lane (Surgery, Gynecology and Obstetrics, February, 1908), in 
discussing the principles which underlie his radical operation for severe chronic 
constipation, states that the left ovary and tube are often involved in the adhesions 
which he so frequently finds on the outer side of the sigmoid colon, and that the 
ovary is often in a state of cystic degeneration. The right uterine appendages also 
are described as being similarly affected by the distended and inflamed cecum. 

Mitzs H. 
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The Prognosis of Ovarian Tumour. 

M. Kacuen (Zentralb. f. Gyndkol., 1907, No. 51, S. 1603), reports upon 100 
innocent and 30 malignant ovarian tumours. Among the latter he includes carcinoma, 
malignant papilloma, dermoid cystoma with carcinoma, sarcoma, adenosarcoma, 
carcinosarcoma, pseudomyxoma, and endothelioma. Of the 100 innocent tumours, 81 
were glandular cystomata, 13 dermoids, 2 fibromata, 5 papillary tumours, and 1 a 
corpus luteum cyst. Of the innocent cases 15, and of the malignant ones 6, were 
bilateral. The total mortality was 12°3 per cent., but of the innocent cases only 4 
were fatal (4 per cent.), of the malignant 12 (40 per cent.). Of the women operated 
upon for malignant growths, only 20 per cent. were alive 2 years after the operation, 
and a considerable number of those so surviving already had inoperable recurrence. 
This unfavourable prognosis can only be improved by every ovarian tumour being 
operated upon as soon as possible. 


Ovarian and Parovarian Dermoid Tumours with Torsion of the 
Pedicle. 

A. Czyzewicz, jun., Lemberg (Zentralb. f. Gyndk., 1907, No. 51, S. 1583), reports : 
A woman, 41 years of age, had symptoms of bilateral ovarian tumours, and when her 
abdomen was opened was found to have two tumours, both dermoids ; one corresponded 
to the ovary, the other, somewhat suffused with blood, lay between the ovary and the 
uterus attached to the broad ligament by a short broad pedicle. The common pedicle 
of the two tumours, consisting of tube and ligamentum latum, 1. infundibulo pelvicum 
and |. ovarii proprium, was twisted 360 degrees about its long axis, and so compressed 
in some parts that deep grooves were left in it after untwisting. It seemed to have 
arisen from a supernumerary ovary or from the parovarium and, as no ovarian elements 
could be found in the pedicle, Czyzewicz considers the origin to have been in the 
parovarium. Cysts of the parovarium are not uncommon, but it is extremely un- 
common for that organ to be the seat of cystoma, carcinoma, sarcoma, fibro-adenoma 
or dermoid tumours. As the symptoms were not alarming, the operation was 
deferred till resorbent treatment had reduced the exudation and swelling, and though 
it is as a rule necessary to operate immediately in cases of torsion of the pedicle of 
similar tumours, Czyzewicz considers that, as in appendicitis, operation a froid is, 
when possible, to be preferred. ‘The woman made a good and rapid recovery. 


The Relations between the Ovaries and the Uterus. 

Frans Darts (Surgery, Gynecology and Obstetrics, February, 1908) criticises 
the experiments in which Strassman, by raising the intra-ovarial pressure by the 
injection of fluid into the ovaries, induced changes in the genitalia resembling those 
of rut, and his opinion, deduced therefrom, that menstruation is due to reflex 
hyperemia of the genitalia, excited by pressure of the growing follicle on the nerve 
terminations in the ovary. 

Daels points out that stimulation of the genital area usually produces uterine 
hyperemia. He, himself, found that in a bitch the injection of tincture of iodine 
into one uterine cornu, was followed by hyperemia of vagina and clitoris, but by 
none of the phenomena characteristic of rut. Again, the frequent administration 
to three bitches of yohimbinum by the mouth, produced intense and continuous 
hyperemia in their genitalia, but no real rut phenomena. He therefore holds that 
hyperemia is not the starting point of rut or menstruation, but only one of its 
symptoms. He refers to Halban’s experiments, on the transplantation of ovaries in 
rabbits, which point to menstruation being dependent on an internal ovarian secretion 
with a specific influence on the uterine mucous membrane, and he discusses at length 
Fraenkel’s theory relating to the influence of the corpora lutea on menstruation and 
the embedding and development of ova, which he considers is not in accordance with 
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clinical and experimental observations. Hyperplasia of the lutein cells, seen in cases 
of vesicular mole, is neither the cause nor consequence of the mole, but the synchronous 
expression of some general pathological condition at present unexplained. 

Daels is investigating the effect of double ovariectomy on pregnancy. By means 
of dorsal incisions he removes the ovaries much more rapidly and with less trauma 
than by the anterior incision. The results of his short series of thirteen experiments 
on guinea-pigs and rats, lead him to conclude that in these animals, during more than 
the first half of pregnancy, bilateral ovariectomy always interrupts the pregnancy. 

in two other series of experiments he found that the addition of lutein extract 
and odphorin, respectively, to the food did not exert the slightest influence towards 
preserving pregnancy. 

From the results of five control experiments in which, using the same technique, 
pieces of mesentery or mesometrium, with or without one of the ovaries, were re- 
moved, he concludes that the mere trauma of extirpating of both ovaries might quite 
probably be sufficient to cause the interruption of pregnancy. Mites H. PaItuips. 


Ovarian Cyst complicating Pregnancy. 

WatuicH and Movucnorre (Comptes Rendus Soc. d’Obst. Gyn. Pad. de Paris, 
November, 1907) report the following case: The patient, aged 29 years, who had 
had her first labour, normal in character, five years previously, found two years 
afterwards that her abdomen was increasing in size, and that she had prolapse of the 
uterus through the vulva; for this latter condition a pessary was inserted. In 
January, 1907, she became pregnant for the second time, her abdomen increased more 
rapidly in size, and she suffered from vomiting and breathlessness. She consulted 
Dr. Pinard, who advised rest and dieting, and made a reserved diagnosis of pregnancy 
with ovarian cyst or hydramnios. In September, owing to breathlessness, feeble 
pulse and inability to pass urine, the patient was brought into Hospital, and on 
examination, her abdomen was found to be greatly distended and its walls very tense. 
The left side of the abdomen was occupied by an ovoid tumour, with rounded upper 
extremity. The foetal heart sounds were heard over this mass, and the foetal head 
was felt in its lower segment. This tumour was separated from a large tense swell- 
ing on the right by a longitudinal groove. Distinct fluctuation was felt over this 
swelling, and a diagnosis was made of ovarian cyst complicating pregnancy. On 
account of the patient’s general condition abdominal section was performed, the cyst 
was punctured and 8 litres of fluid removed, the pedicle, having a torsion from left 
to right, was ligatured as far from the uterus as possible, and the cyst, which origin- 
ated from the right ovary, was removed. The abdominal binder was scarcely tightened 
and the patient kept under morphia. Next day, with scarcely any pain, the bag of 
membranes appeared at the vulva and was ruptured, forceps were applied, and a 
healthy child extracted. ‘Ihe patient left the hospital in four weeks in good health. 

The authors discuss the question of the proper time for intervention in such 
cases. They hold that when the complication is diagnosed in the latter half of 
pregnancy, the patient should be kept under observation so as to watch for symptoms 
requiring operative measures, and that, to avoid premature labour, intervention 
should be delayed till as near full term as possible, as it is difficult, in the later 
months of pregnancy, to prevent labour coming on. At the operation, the uterus 
should be handled as little as possible, the pedicle should be ligatured at a distance 
from the uterine wall, and no drainage of the abdominal cavity should be inserted. 
The abdominal dressings and binder should be applied as lightly as possible, and the 
patient given morphia before and after the operation. A. Louise McItroy. 


Ovarian Cyst obstructing Labour. 
K. 1. Saver (Amer. Journ. Obstet., 1908, vol. lvii, p. 196) reports the following 
ease: A patient, aged 30, who had had four previous labours without any difficulty, 
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when first seen had been 36 hours in labour. On examination a large tense tumour 
was found in the posterior cul-de-sac, displacing the cervix upwards and forwards; 
the os was completely dilated. After an unsuccessful attempt to lift the tumour out 
of the pelvis under anesthesia, a transverse incision was made through the posterior 
fornix and the tumour, an ovarian cyst, exposed. A trocar, with a rubber tube 
attached, was plunged into the cyst, and when sufficient fluid had drained away the 
cyst was pulled into the vagina, and proved to be of the common multilocular nature; 
the various compartments were opened up with scissors. The uterus then assumed its 
natural position, and the head came down into the pelvis, making the removal of the 
cyst before delivery of the child impossible. After the insertion of a traction ligature 
the cyst was replaced in the pelvis. The child was then delivered by forceps, and 
after removal of the placenta, the cyst was pulled out of the pelvis and the pedicle 
tied. ‘I'he vaginal incision was closed without drainage, and the mother and child 
did well. C. Nepean LONGRIDGE. 


The Symptoms, Diagnosis, and Treatment of Tubal Gestation in 
the Early Weeks. 

W. Tare (Brit. Med. Journ., 1908, vol. i, p. 301).—Judging from the number of 
cases of tubal gestation treated in the gynecological wards at St. Thomas’s Hospital, 
Tate considers that there is an increasing frequency in this form of gestation. 
Symptoms usually commence before the tenth week, most commonly from the third 
to the eighth weeks, and their onset is usually an indication of some change taking 
place in the gestation sac, e.g., hemorrhage. The typical symptoms are often absent, 
although two symptoms are invariably present, that is to say, irregular hemorrhage 
and attacks of abdominal pain. Amenorrhea was present in only 56 per cent. of the 
cases. ‘lhe conditions most commonly mistaken for tubal gestation are pelvic in- 
flammation and ordinary miscarriage. As regards treatment, operation is indicated 
when hemorrhage is moderate or severe and of recent origin, and when symptoms 
and physical signs indicate that the gestation sac is still within the tube. When a 
hematocele has already formed, and when the patient has been free from symptoms 
for a week after the initial attack of pain, expectant treatment is safe. 
Frank E. Taytor. 


Ruptured Ectopic Gestation occurring in a Rudimentary Horn of 
a Uterus Bicornis Unicollis. 

H. T. Hicks (Brit. Med. Journ., 1908, vol. i, p. 303) says: Nine weeks before 
admission to hospital a woman, aged 39, with a menstrual period fourteen days 
overdue, was suddenly seized with abdominal pain. Hemorrhage from the vagina 
commenced a week later. Pain persisted until admission. On examination a rounded 
firm tumour was felt attached to the left side of the uterus. It was at first con- 
sidered to be a fibroid, and that abortion had occurred nine weeks previously. 
Operation was undertaken on account of pain. 
On opening the abdomen the uterus was found to be enlarged; the projecting left 
horn contained a mole, and was attached to the intestines and omentum. The right 
Fallopian tube was converted into a large hydrosalpinx. Supravaginal hysterectomy 
was performed, the right appendages being removed also. The patient recovered. 
Frank E. Taytor. 


P. ancy in a Rudimentary or Atresic Horn of a Uterus Bicornis 
nicollis. 

M. Coun (Miinchener m. Wehnschr., 1908, No. 10, S. 528) points out that in some 
cases of double uterus, one of the horns is merely rudimentary, and may be connected 
with the uterine cavity either by a very slight canal, or only attached to the rest of 
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the organ by an imperforate ligament. In spite of this anomaly a fertilized ovum 
may find its way into a uterine horn arrested in its development, either from the 
ovary of the same or from that of the opposite side, and may continue to 
develop in such a horn. Owing to the impossibility of the fruit being born 
in the normal way, such a pregnancy invariably ends in the death of the fruit. 
The fruit either remains encapsuled in the dilated uterine sac and is gradually 
transformed into a lithopedion, or the sac ruptures and the course of the case 
resembles that of a ruptured tubal pregnancy. In very rare instances the pregnancy 
reaches its normal term as happened in a case in the Obstetric Klinik at Bukarest, 
but even in that case laparotomy only resulted in the removal of a macerated foetus 
some months dead. lt was, however, remarkable that a correct diagnosis was arrived 
at before the operation was undertaken. 


Breech Presentation at Term in a Uterus Bicornis. 

Max Jacosy, Mannheim (Miinchener m. Wchnschr., 1908, S. 394), reports: A 
healthy secundipara, whose first pregnancy was perfectly normal and ended spon- 
taneously with a living child, in her second, suffered much from vomiting, and in the 
later weeks, from the great distension of the right side of her abdomen and the 
severe pain caused by the movements of the child. When labour set in the uterine 
contractions were strong, but after a few hours became weak. When the waters had 
come away five hours, Jacoby ordered four grains of quinine every hour and a half, 
and in two hours was able to draw down the breech to the vulva; the legs, trunk 
_and arms were expelled spontaneously, and a living, though slightly asphyctic child, 
was delivered by the Veit-Smellie grip. The placenta was retained, and repeated trials 
of Credé’s method were made without effect or the loss of any blood. The placenta 
was found to be tightly grasped in the right horn of the uterus, and was removed 
with some difficulty by hand. Childbed was normal. Jacoby points out that 
pregnancy continued to term in a bicorned uterus is exceptionally rare for, owing to 
the thinness of the uterine wall and its diminished extensibility, the pregnancy is, as 
a rule, prematurely interrupted. Pregnancy in such a deformed uterus is generally 
associated with anomalous positions of the foetus, for the longitudinal axis of the 
uterus is shortened, and the shape of the cavum is more or less that of a horseshoe. 
Moreover, owing to the lateral attitude of the deformed organ, the resultant force of 
its contractions acts in a direction more or less at variance with the axis of the pelvic 
inlet. Labour pains, therefore, in connexion with this deformity, may be anomalous 
eifher in their insufficiency or in their direction. In consequence of the excessive 
strain on the wall of the uterus, rupture, spontaneous or in the course of obstetric 
interference, is not uncommon. Those cases in which the pregnancy develops in an 
accessory rudimentary horn are especially interesting, and as the rudimentary horn 
has, as a rule, no communication with the cervical canal, such cases usually end in 
the rupture of the wall between the third and sixth month of the pregnancy with 
fatal hemorrhage into the peritoneal cavity. Such cases must be treated as extra- 
uterine pregnancies. The uterus bicornis is due to a deficient union of Miller’s ducts, 
and Strassman has recently proposed a plastic operation for its relief (v. ante, 
January, p. 47). 


Renal Decapsulation or Nephrotomy in Eclampsia. 

A. Srppet, Frankfort (Zentralb. f. Gyndkol., 1907, No. 51), who as long ago as 
1902 recommended decapsulation in cases of eclampsia with renal glaukoma, when the 
convulsions did not cease after the uterus was emptied and the renal function was 
inhibited or greatly impeded, now recommends the operation under similar circum- 
stances of renal toxemia, even when the kidneys are soft or spongy and exhibit 
the characteristics of cedematous tissue. Sippel, however, only performs the opera- 

tion after the uterus is empty, and not during pregnancy as Edebohls does. 
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Decapsulation of the Kidneys in Puerperal Eclampsia. 

R. Ascu, Breslau (Zentralb. f. Gyndkol., 1908, No. 9, S. 283), reports his second 
successful case of decapsulation of the kidneys for puerperal eclampsia. The patient’s 
age was 21. ‘he first convulsion came on three days after an easy and natural 
labour and lasted three minutes; others occurred equally severe and increasing in 
duration, at intervals of 45, 40 and 30 minutes. The catheterized urine contained 
much albumen, and the patient did not completely regain consciousness in the 
intervals between the fits. While she was being conveyed to the hospital the fits 
recurred and she fell into deep coma with loss of the corneal reflex. Urine in more 
than 7 hours, 220cm. with 10°5 per mille of albumen. (Edema of the face. During 
the anesthesia with chloroform she had several shorter fits, but after the operation, 
about which there was no great difficulty, she slept quietly, breathing regularly, and 
there were no more convulsions. The urine was free from albumen 14 days later, 
and she left the hospital, quite well, 4 weeks after the operation. (For Asch’s other 
case, also puerperal, v. ante, p. 222; v. also p. 139.) 


Eclampsia without Convulsions. 

SCHMORL (Miinchener m. Wcehnschr., 1908, No. 7, 8. 363) points out that during 
the last 20 years accumulated evidence has proved that eclampsia has characteristic 
post mortem appearances of its own, which are not associated with any other disease, 
so that is is not only generally possible to recognize cases of eclampsia from the 
cadaver, but it has also become possible to set down as eclampsia certain forms of 
disease arising in pregnancy, labour or childbed, which are clinically obscure. Several 
years ago Schmorl reported three cases of the kind which, although during life there 
had not been any convulsions, were diagnosed as cases of eclampsia entirely upon the 
basis of their pathological anatomy. For such cases he had proposed the name 
“eclampsia without convulsions”; Meyer-Wirtz, who reported an analogous case, and 
concurred in the explanation he (Schmorl) had given, proposed the term “status 
eclampticus.” In the course of the last two years a number of similar observations 
from various obstetric kliniks had been published, which had all been explained in 
the same way, and he had himself, quite recently, seen two cases of the kind : 

(1) In a primipara, 24 years of age, pregnancy caused no serious trouble till the 
beginning of the 8th month, when severe and recurrent headaches led her to consult 
her doctor. He, however, found nothing abnormal and, especially, on repeated 
examination found her urine normal. In the middle of the eighth month she suddenly 
became very ill, with severe pain in the epigastrium, frequent vomiting without 
apparent cause, vertigo and intense headache; her medical attendant could not detect 
anything objectively abnormal; her urine in quantity and quality was normal. On 
the same evening she grew worse and gradually became unconscious and afterwards 
restless, tossing about in bed, and towards midnight passed away in deep coma. Her 
temperature, normal in the morning, sunk below normal in the evening; her heart’s 
action was weak and much accelerated. Urine passed an hour before her death 
contained a trace of albumen but no casts. The autopsy made by Schmorl was 
characteristic of eclampsia. 

(2) A young woman, 22 years of age, had up to the last weeks of pregnancy been 
well, but then had some swelling of the feet and some puffiness of the face. One 
morning while at work she became suddenly unconscious, but it was ascertained by 
the strictest investigation that she had no convulsions. The doctor called in sent her 
into hospital, where she regained consciousness for a little while but soon passed away 
in deep coma. She had no convulsions in the hospital. Exact examination had not 
been possible, but her urine contained a good deal of albumen as well as hyaline and 
granular casts. The post mortem appearances were characteristic of eclampsia, with 
extensive hemorrhage in the right cerebral hemisphere, as is occasionally, if not very 
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frequently, the case. The foetus showed seven months’ development; the kidneys 
signs of subacute inflammation. 

Schmor! holds that both of these cases must be set down as eclampsia. Uremia 
is altogether out of the question in the first case, and inconsistent with the great 
quantity of hepatic necroses in the second. In the application of the term eclampsia 
without convulsions or status eclampticus, the pathological anatomy is for Schmorl 
the ruling principle. 

in regard to the various theories recently advanced as to the nature of eclampsia, 
Schmorl has previously declared it probable that it may be from the placenta that 
the noxious material finds its way into the maternal circulation; he suggested two 
possible processes: first, that the placental cells after entering the maternal blood 
might, by their decay, give rise to toxic substances which promote clotting, a 
supposition which has since been advanced by Veit and also by Weichardt; and 
secondly, that in the placenta itself abnormal products of metabolism might be formed 


which, after entering the maternal system, lead to the occurrence of ecalmpsia, an 
idea embodied in Liepmann’s theory. 


The Sources of Infection of the Liquor Amnii. 

Ratneri (Gynaekologische Rundschau, 1907, Heft 23) believes that 50 per cent. of 
the mortality of stillborn children is due to infection of the amniotic fluid. Experi- 
mental investigation has shown that normally the amniotic fluid has a marked 
bactericidal action, especially upon the staphylococcus and streptococcus and, to a 
lesser extent, upon the gonococcus. The possibility of amniotic infection seems to 
depend on whether micro-organisms can penetrate the healthy membranes or whether 
some injury or tear is essential for their transmission. Raineri therefore removed a 
portion of healthy membrane immediately after childbirth, and with sterilized silk 
fixed it over the lower end of an open tube; into this tube he poured some sterile 
amniotic fluid, and then immersed it in a test tube of amniotic fluid previously 
infected with micro-organism; this test tube was left for two or three days in an 
oven kept at the body temperature. In several such experiments the infection did 
not extend through the membrane at all but, after a longer period, one tube of 
sterile fluid became infected. Similar experiments were carried out with the mem- 
branes of animals such as rabbits, and in them the time that elapsed before infection 
occurred was shorter; this was probably due to the thinness of the membranes in 
such animals. It would therefore seem that the rapidity with which infection occurs 
is largely due to mechanical causes, to the greater or less thickness of the membranes, 
and that all healthy membranes are impermeable, but by the continued action of the 
micro-organisms and their toxins, they are in time made permeable, the time being 
largely dependent on their thickness. 

Raineri concludes: (1) That when the amniotic sac is formed by the three 
membranes it is impenetrable to bacteria such as the B. prodigiosus, B. pyocyaneus, 
the charbon bacillus, or their toxines, and also to the poisons of diphtheria and 
tetanus. (2) The liquor amnii, however, may putrefy and become infected although 
the membranes are uninjured. (3) Death and maceration of the foetus cause, after 
a certain time, histological changes in the membranes as a result of which bacteria 
can penetrate them and infect the liquor amnii. (4) Infection of the uninjured sac 
may occur when the child is dead or while it is living. (5) These infections may be 
absorbed by the mother and account for the occurrence of so-called “ Wehenfieber.” 
(6) 'Loxines permeate more quickly than the bacteria; slight intoxications are therefore 
to be differentiated from severe infections. E. Scorr CaRMICHAEL. 


The Obstetric Treatment of Contracted Pelvis. 
M. Frank (Miinchener m. Wcehnschr., 1908, No. 7, 8. 363), in an address to the 
Altona Medical Society, discussed the modern tendency in obstetric treatment to 
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give more care to the life of the child. According to the views of Pinard and his 
disciples, not only perforation of the living child should be abandoned on principle, 
but the so-called prophylactic operations, the induction of premature labours and 


prophylactic version also, in favour of Cesarean section or methods of widening the 
pelvis. 


He then described the technique of hebosteotomy, and discussed its effects and 
the dangers attending it: injuries to the bladder, hemorrhage, vaginal lacerations, 
ruptures of the joints, the tendency to thrombosis, the risk of hernia, and the 
extension of the puerperium. The operation was not easy or free from danger or 
one to be recommended with a light heart. The old principle that the life of the 
mother is more valuable than that of the child must be generally adhered to. In all 
cases with a conjugata vera not exceeding 6cm. Cesarean section is the proper 
procedure, and in those with a C. V. between 6 and 7 cm., if delivery is urgent, the 
only choice is between Caesarean section and perforation of the child. In multipare, 
with C. V. between 7 and 9cm., whose previous labours have been unfavourably 
affected by the contracted pelvis, the induction of premature labour is to be con- 
sidered during pregnancy but, when labour has begun, the treatment should be 
expectant. Frank is no partisan of prophylactic version, which he would, even under 
otherwise favourable circumstances, limit to a few cases such as abnormal engagement 
of the head or feebleness of the uterine contractions. The high forceps are only to 
be used by way of trial. Perforation of the living child need not be considered 
except when the parturient or her relatives altogether decline a more severe proceed- 
ing such as Cesarean section or hebosteotomy. 


Scrpraves (Monats. f. Geburts. u. Gyndkol., Bd. xxvi, Ht. 4), in an article based 
on the material of the II. Frauenklinik of the University of Buda-Pest, during the 
last 10 years, explains the principles of the treatment in cases of contracted pelvis 
there practised, especially in regard to operation. Whenever it is at all possible, 
delivery is allowed to take place spontaneously. Prophylactic version, while not of 
great value, may be justifiable. Prochownick’s limited diet is commonly used. The 
use of the high forceps is quite justifiable for feebleness of the pains, but not for 
disproportion in the sizes of the head and the pelvis. This question is fully discussed, 
as also Cesarean section and the methods of widening the pelvis. 


Rupture of the Uterus, Fetus in the Peritoneal Cavity: 
Panhysterectomy : Recovery. 


Munro Kerr (Brit. Med. Journ., 1907, vol. ii, p. 445).—Labour commenced in a 
secundipara, aged 24, on March 15th, but the uterine contractions did not become 
severe until March 19th. At 5a.m. on March 18th she was seen by a doctor who 
attempted unsuccessfully to deliver with forceps, and sent the patient into hospital. 
On arrival the uterus was tetanically contracted. The oblique conjugate measured 
3in. On arrival at the hospital Kerr found that there was complete rupture of the 
uterus, with escape of the child into the peritoneal cavity. The tear must have 
occurred after the patient’s admission, though there had been no sudden pain or 
collapse, and the hemorrhage was slight. Abdominal section was performed, and on 
removal of the child the rupture in the right side of the uterus became apparent. 
lt had extended vertically through the right lateral wall of the lower uterine seg- 
ment, and, transversely in front, so that the anterior wall and part of the uterus were 
separated from the bladder, to which a small portion of the cervix was still attached. 
After panhysterectomy the patient made a satisfactory recovery. 


Kerr has had 18 other cases to deal with, with the following results :— 
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Nature of Operation. No. of Cases. Maternal Deaths. 

Died unoperated upon ... 2 2 
Plugging (all incomplete) ... ... 3 0 
Hysterectomy with extra-peritoneal wenhnnns of the 

stump... 1 1 
Hysterectomy with retroperitoneal of 


Kerr concludes that plugging is the safest treatment provided collapse is not 
extreme. Frank E. Tayzor. 


Pubiotomy on a Primipara. 

J. (Surgery, Gynecology and Obstetrics, February, 1908) 
delivered a primipara, with a flattened pelvis, the true conjugate estimated at 8cm., 
by pubiotomy, after repeated attempts with forceps. He employed the open incision ; 
considerable venous hemorrhage was easily controlled by pressure, and after version, a 
dead child was delivered with difficulty. The patient made a good recovery, though 
she had, on the fourth day, intense cedema of the vulva and a temperature of 103°. 
She was about in three weeks and in three months there was perfect union. The 
patient had had articular rheumatism, and Déderlein explains the fact that he could 
only obtain 2-3cm. separation of the bones, by the supposition that there was a 
rheumatic ankylosis of the sacro-iliac joints. He thinks there is a distinct indication 
for pubiotomy in cases in which long continued attempts at delivery have failed and 
Cesarean section is contra-indicated. Mites H. Puutirs. 


Pubiotomy and Symphysiotomy. 

H. ‘I. Lewis (Surgery, Gynecology and Obstetrics, February, 1908), after epitom- 
izing some recent literature on pubiotomy, expresses his opinion that symphysiotomy 
is much more easily performed than pubiotomy, and that there is very little difference 
in the results, good or bad, of the two operations. He does not think that any 
operation for widening the pelvis has a brilliant prospect. In his opinion Cesarean 
section is the best operation for cases seen early, and the probable presence of sepsis 
in certain secondary cases is a contraindication to pubiotomy and symphysiotomy just 
as definitely as to Cesarean section. In individual cases the choice will be between 
Cesarean section and perforation, rather than between symphysiotomy and 
pubiotomy. Mires H. 


Inversion of the Uterus during Labour. 

Gacue (Annales de Gynécol. et d’Obstét., September, 1907) reports three cases of 
this serious complication of pregnancy, treated in the Rawson Hospital with happy 
results. 

in two of the three, the inversion was produced by meddlesome interference 
on the part of the midwife in attendance: traction on the cord while the patient 
was instructed to “bear down.” In the third case the uterus was known to be 
diseased, and after a tedious delay, a doctor was summoned by the midwife. He 
quickly delivered with forceps, and had some trouble with severe bleeding. During 
the next three days, the woman felt ill and had difficulty and pain on micturition. 
he doctor and a colleague examined and diagnosed a submucous myoma, probably 
pedunculated. The patient was admitted to the Rawson Hospital on the fifth day 
after the accident, and next day the uterus was replaced manually and the uterine 
cavity packed. 

Gache states that inversion never occurred in 4,500 deliveries in the Rawson 
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Hospital. The three cases now reported, were admitted after the accident had occured. 
The rarity of this complication in hospitals is due to the fact that by skilled 
accoucheurs hasty and meddlesome interference is not practised. Gache discusses the 
various theories of the mechanism of acute inversion of the uterus, and concludes 
that the condition is dependent on imperfect contraction and retraction of the uterus. 
Whenever, for any reason, the uterine muscle is flabby and inactive, inversion may be 
caused either by traction on the cord, membranes or placenta, or by increased 
abdominal pressure from surrounding bowel, as in coughing or sneezing. He cites 
an interesting case of Dr. Ferre’s, of Pau, in which inversion took place six days 
after delivery, while the patient was straining at stool. 

All three cases were treated by manual reduction and plugging of the uterus with 
gauze. No difficulty was experienced even in the case treated on the sixth day 
after delivery. The results were good in every case. Davip Dicxiz. 


Lacerations of the Perineum. 

Ettice McDonatp (Surgery, Gynecology and Obstetrics, January, 1908), in a 
paper based on 48 lacerations which occurred in 100 consecutive confinements, 
includes tears of the anterior portions of the vulva, and gives a coloured diagram 
of each case. Some of the lesions were trifling, and did not involve the perineum ; 
none were complete. An analysis of the cases, according to the degree of the injury, 
and the size of the head and weight of the child, leads to the conclusion that the 
length and condition of the perineum are more important factors than the size of 
the foetus and foetal head. The following prophylactic measures are advised : avoid- 
ance of digital pressure upon the perineum; the use of solid blade forceps; the 
removal of the forceps before birth of the head; and that the head should not be 
allowed to remain on the pelvic floor, without advance, for more than an hour and a 
half at most. With solid blade forceps, the occiput, when lying posteriorly, can be 
safely rotated forwards. Anterior tears often bleed profusely and require suturing. 
The perineum, if not repaired within twenty-four hours, should be left until 
cicatrization is complete and a secondary operation then done, as the granulating 
wound may be infected by pyogenic organisms in the lochia. McDonald uses figure- 
of-eight twelve-day chromic catgut sutures for the mucous membrane, and carefully 
closes the wound, the secret of success and primary union in this operation being to 
leave no opening or gap in the wound for the entrance of the lochial discharges which 
always contain pyogenic organisms. Muzs H. 


Rigor Mortis in the Stillborn. 

C. H. W. Parxrnson (Brit. Med. Journ., 1908, vol. i, p. 304) points out the 
medico-legal importance of this condition, gives brief accounts of four cases, and 
draws the following conclusions : 

1. Rigor mortis may, under certain conditions, set in before labour, it may pass 
off while the child is still in the uterus, and may, possibly, delay the birth until it has 
passed off. 

2. 1t may set in when the child dies during labour, and may be complete before 
birth, or may go on to completeness after birth; in either case it increases the 
difficulty of expulsion. 

3. A child may die during labour and be expelled before rigor mortis can set in, 
but rigor mortis may supervene more or less completely after birth. 

4. The attitude produced by rigor mortis in children before delivery differs from 
that produced by cadaveric rigidity under ordinary circumstances, and by its character 
enables an opinion to be given that the child had no separate existence, for in every 
such case the limbs and body become drawn into the position in which it lies normally 
in the uterus. Rigor mortis, therefore, is not a sign of live birth, nor does the 
character of the rigor mortis enable one to decide whether or not the child was 
stillborn. Frank E. Taytor. 
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Rupture of the Uterus due to Rigor Mortis in a Stillborn Infant. 
J. F. Exxciorr (Brit. Med. Journ., 1908, vol. i, p. 564) was called to a woman who 
had been in labour several hours, the head presenting at the vulva and the pains 
having completely ceased. He immediately delivered with forceps. Rigor mortis 
was well established in the infant. In removing the placenta Elliott discovered a 


large tear in the left posterior portion of the uterus. The patient died within an 


hour. Frank E. Taytor. 


On the Reciprocal Influence of Puerperal States and Pelvic 
Inflammations. 

F. Campione (Archiv. di Ostet. e Ginecol., January, 1908) contributes a long 
paper on this subject, and gives an analysis of 150 cases of pelvic inflammation with 
the after histories of his patients. Of the 150 patients 109 subsequently had one or 
more pregnancies, including 4 tubal pregnancies, 1 with eclampsia, and 6 abortions. 
Three of the labours were complicated by transverse presentations, and in one the 
placenta was adherent. One puerperium was febrile without definite local phenomena 
and 6 were characterized by recrudescence of the inflammatory process. One half 
of the cases classified as puerperal peritonitis, about 20 per cent. of those of pelvic 
peritonitis, about half of those of gonorrheeal salpingitis, and one half of all the 
cases operated on, remained sterile; these last include operations in which the 
tubes were removed. Campione concludes that it is comparatively rare for labour 
to rekindle old-standing inflammations. E. H.L. 0. 


The Operative Treatment of Suppurating Parametritis. 

C. Franke, Altenburg (Zentralb. f. Gyndkol., 1907, No. 51), reports a case of 
severe parametritic suppuration of puerperal origin in a woman 40 years of age; from 
the left iliac fossa it broke out above Poupart’s ligament, and for a whole year did 
not show the slightest tendency to improve. A cure was only obtained after exten- 
sive resection of the ilium and complete extirpation of the hard cicatrix. Franke 
compares such cases to fistulous empyema, which can only be cured in a similar way 
by extensive resection of the ribs and excision of the cicatricial tissue. 


Obliterating Thrombosis of the Ovarian Artery. 

H. Grav (Amer. Journ. Obstet., 1908, vol. lvii, p. 48) reports that during an 
operation for the removal of a pyosalpinx on the right side of puerperal origin, he 
found considerable difficulty in detaching the tumour from its inflammatory bed. After 
separating the tube and ovary, and pulling them up, a band was found which seemed 
to pull on structures deep in the cavity of the abdomen. A careful examination 
showed that this band was not the ureter, but was the ovarian artery with its accom- 
panying vein. ‘The artery felt like a cord and did not pulsate. It was cut across 
at its proximal end without bleeding. Grad does not say that an actual clot was 
found in the vessel at the time of the operation, nor is this stated in the 
pathological report on the specimen. He, however, reports the case because he has 


been unable to find any similar ones in the literature. C. Nepean LONGRIDGE. 


Fatal Streptococcic Infection of Uterine Origin without any inter- 
ference or examination. 

Strépey and Lematre (Compt. rend. Soc. d’Obstet. Gyn. Pad. de Paris, 
December, 1907), give a description of this case, with drawings of the microscopical 
sections obtained. The patient entered hospital on account of a kick on the abdomen, 
which she had received some days previously during a menstrual period, and which 
caused cessation of the flow. She had had swelling of the abdomen for two years 
previously, but the menstrual periods were not changed in character. On admission, 
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her bowels had not been moved for eight days, and she had a high temperature, 
feeble pulse and sleeplessness. Examination of her abdomen revealed the presence 
of a globular tympanitic swelling extending from the right side to the umbilicus, and 
not adherent to the abdominal wall. Some crepitation was felt round this tumour. 
The diagnosis made was one of a large fibroid with some gastro-intestinal complica- 
tion. ‘Ihe serum test for typhoid was negative. The patient did not improve under 
treatment, and died in a few days. 


At the autopsy a large fibroid was found in the uterine wall with congestion of 
the endometrium. Numerous small abscesses were found in the uterine tissue near 
this tumour; there was no congestion of the intestines nor any sign of peritonitis. 
Under the microscope the muscular bundles of the uterine tissue appeared completely 
broken up; the fibres separated by masses of leucocytes, and the blood-vessels dilated 
or obliterated by fibrin. Under a high power these masses of leucocytes were found 
to be lymph spaces packed with lymphocytes of the mononuclear and polynuclear 
type. No micro-organisms were found in the lymph spaces, but the larger masses of 
leucocytes were full of streptococci, being really small abscesses. One vein was seen 
to be completely obliterated by a blood-clot; its epithelium was thickened with 
diffusion of the cells into the clot; the clot was becoming organized and both in its 
interior and at its periphery, chains of streptococci were evident. In its general 
structure the endometrium had not undergone any modification, both epithelium and 
glands were normal. No decidual transformation was observed; but the mucosa was 
inflamed with thrombosed vessels and round-celled infiltration of its tissues. The 
sections of the fibroid showed degenerated fibres in the muscle bundles; the blood- 
vessels were dilated but not filled with blood. Streptococci were not found in the 
fibroid but were present in the liver, kidneys and spleen; in the tissue of the latter 
there were diffuse hemorrhages with protoplasmic necroses. 


At the subsequent discussion the general opinion was that, as expressed by Pozzi, 
the source of infection in such cases was the uterine cavity. The question would have 
been cleared up by a bacteriological examination of the Fallopian tubes and uterine 
cavity. ‘The infection was probably already present in the uterus, and was dissemin- 
ated by the blow on the tumour. The finding of pure streptococci in a case of non- 
puerperal origin is important. A. Louise McIzroy. 


Decidual Changes in the Cervical Connective Tissue. 

Bonpt (Gynaekologische Rundschau, 1908, Heft 1) records a case in which an 
ovum, in an early stage of development, was found in the fundus of a uterus 
removed by the vagina for early malignant disease, and numerous decidual cells 
were, on examination, found in the cervical tissue. 


‘The presence of decidual cells in the cervical tissue of the pregnant uterus was 
first described by von Franqué in a case in which there was a low implantation of 
the placenta, and in a second case, one of placenta previa. Other cases have been 
since recorded, and in all of them the seat of the placenta has been low down, and it 
seems from these cases that the presence of decidual cells in erosions of the cervix 
or in its substance, may be of considerable diagnostic value in cases of low-seated 
placenta or of placenta previa. E. Scorr CarMIcHAEL. 


Giant Cell Formation in the Decidua. 

S. OpernporFER, Munich (Virchows Archiv, Bd. 190, Ht. 2, 12), reports that in 
the material brought away by the curette from the uterus of a woman of 33, there 
were multinuclear giant cells in very large quantity; it is however to be noted that 
these cells were found after a second curettage, not after the first, and they may 
perhaps be attributed to a process of regeneration. 
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Twins with Hydramnios of one Sac. 

J. Bruce-Bays (Brit. Med. Journ., 1908, vol. i, p. 317) says: A woman six months 
pregnant, presenting all the features of a large hydramnios had a very slow labour. 
Version was performed and a dead female child delivered, but no liquor amnii 
escaped, and the size of the uterus was not appreciably reduced. An enormous bag 
of membranes was then detected with another child floating freely in it. On punctur- 
ing the membranes about 2 gallons of liquor amnii escaped, and a dead female child 


was delivered. The uterus quickly contracted and the single placenta was soon 
expressed. Frank E. Taytor. 


Uniovular Twins with a common Amnion and Umbilical Cords 
knotted together. 

C. Pattin, Lund (Zentralb. f. Gyndkol., 1907, No. 51), reports a case of the 

above condition affecting a primipara, 26 years of age, spontaneously delivered in the 

eighth month; the children survived 2 and 3 days respectively. Twins with a 


common amnion are but rarely met with; knotting together or interlacement of the 
cords is extremely rare. 


Secretion of Milk after Bilateral Oophorectomy. 

P. Atsserc, Berlin (Zentralb. f. Gyndkol., 1907, No. 51), reports two instances of 
the secretion of milk after castration, and alludes to the fact that in 5 of the 14 
collected by Griinbaum (ante, vol. xii, p. 225), the uterus was not removed, and that 
in 2 of these 5, menstruation continued, but in all the other cases was arrested. 


Pseudohermaphrodism. 


Sréckex (Miinchener m. Wehnschr., 1908, No. 8, S. 424) recently exhibited at the 
Munich Medical Society an individual, in outward appearance a man, who had 
been brought up as a girl, and had taken service as a cookmaid. This person seek- 
ing a situation as nurse in a lunatic asylum the question of sex arose and was decided 
to be masculine. He then became a stonecutter, but travelled about a good deal, 
appearing as an exhibit in various Medical Societies and Kliniks in South and 
Middle Germany. The most striking point about his external genitals was the 
absence of a closed scrotum. Right and left there were two large closed independent 
folds of skin resembling labia majora, containing bodies each in shape and consistence 
a normal testicle with palpable epididymis and spermatic cord. The penis was thick 
but very short, the glans particularly well developed. Hypospadias was extreme, the 
opening of the urinary canal, as large as a pin’s head, was quite at the back of the 
lower surface of the penis. Still further back there were two other openings, of 
which the foremost led into a canal 10cm. deep, representing a vagina ; the other was an 
anus vestibularis. On examination by the rectum a body representing a rudimentary 
uterus was palpable, but no ovaries could be felt. Sexual desire was said to be 
absent, had at all events never been gratified. From time to time there had been 
discharge of blood from the vagina, and incontinence of urine. The secondary sexual 
characteristics were absolutely masculine. The case was evidently one of pseudo- 
hermaphroditismus masculinus externus, combined with pseudohermaphroditismus 
femininus internus. 

in the discussion on the above, BenNecKe showed a specimen, anatomically illus- 
trating to some degree the conditions in Stéckel’s case; it was obtained from the 
cadaver of a supposed girl who had committed suicide 18 years ago. The penis was 
stunted, with a deep sulcus, but the urethra opened behind the root of the penis like 
a woman’s, there were labia majora and a vagina hardly the diameter of a lead pencil 
but of nearly normal length passing into a long, very slender uterus, to which were 
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attached two very thin cords, each about 5cm. in length, like tubes without broad 
ligament. Attached to the right “tube” there was a rudimentary testicle the size of 
a large pea, with extremely fine typical testicular canals. On the left there were 
merely rudimentary canals. The specimen was not well enough preserved when 
Bennecke obtained it several years after the autopsy, to allow an adequate examina- 
tion of the left adnexa, and the case may possibly have been one of hermaphroditismus 
verus. 

AHLFELD referred to the case, much discussed in its time, of Katharina Hohmann 
who, after her alleged menopause, had entered wedlock as a man; and also to a 
person trained as a midwife at Leipzig, and afterwards practising as such, but whose 
masculine qualities became so prominent that the vocation had to be abandoned, and 
the male sex of the supposed midwife admitted (v. NrevcEBaveR: Information on 
Hermaphrodism indispensable to the Practitioner, Brit. Gyn. Jour., vol. xix, 
pp. 226—43.) 


Pseudohermaphrodism—Heterotypical External Feminine. 

A. Heymann, Dusseldorf (Wiener kl. Rundschau, 1906, No. 20), reported the case 
of a gymnast aged 17, registered as a male, who, when 12 years old, noticed that the 
mammary glands were increasing in size, and who for three years had had every month 
for a period of five days a loss of blood from the urethra, accompanied by pain in the 
sacrum and hypochondrium. The sexual appetite in the first instance was for the 
female sex, and a year ago coitus had been attempted but was not successful. Since 
that time the instincts had been more feminine. 

‘The habit of the body was female throughout, the breasts, the pubic hair and the 
tone of the voice, decidedly feminine. The penis was crooked, the scrotum empty ; 
the prostate was absent, but a uterus and ovaries could be distinctly felt by the 
rectum. 

As the patient wished to be relieved from the monthly hemorrhage and molimina, 
laparotomy was performed, and disclosed a normal uterus with normal right adnexa, 
the left ovary was rather smaller than normal. Both ovaries were removed, and 
microscopically were of normal appearance. The patient made a good recovery, and 
was discharged feeling quite well. 

B. Pericu, Zara (Wiener m. Presse, 1906, No. 48) reports as instances of pseudo- 
hemaphroditism two cases better described as cases of hypospadias, as in both 
patients the secondary sexual characteristics were decidedly masculine. In the one 
case there was a normal testicle in the left side of the scrotum, and on the right side 
a body like a testicle but evidently in cystic degeneration. In the second case, the 
scrotum was empty, and on the horizontal ramus of the pubis at each side a movable 
mass, the size of a bean, could be felt by the rectum, which were perhaps atrophic 
testicles. 


Pseudohermaphrodism : Two Cases of Female Type. 

Asram Brotuers (Gynaekologische Rundschau, 1908, Heft 1) gives detailed 
descriptions with illustrations of two cases in each of which the chief characteristic 
consisted in a markedly hypertrophied clitoris with a narrow, ill-developed vagina. 
One of the patients underwent operation for pelvic peritonitis acquired after marriage, 
and it was found that the ovaries, tubes and uterus did not share in the mal- 
development. General male characteristics were present in both cases. [v. Amer. 
Jour, Obstet., vol. lv, 1907, pp. 412—415.] E. Scorr CARMICHAEL. 
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REPORTS OF SOCIETIES. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 


Ordinary Meeting held at Liverpool on Friday, February 21st, 1908, Dr. A. J. 
Wattace (Liverpool), President, in the chair. 


Dr. W. Brair Bett (Liverpool) showed a New Portable Operating Table. 

Dr. Mites H. Puitirps (Sheffield) showed the Uterus, in which there was an 
Unusual Degree of Cystic Degeneration of the Cervix, a full account of which appears 
in the March number of the Journat, p. 187. 

Miss Frances Ivens (Liverpool) communicated a 

Case oF PREGNANCY COMPLICATED BY BitaTeRAL OvariaAN DermoipD Cysts. 

‘The patient, a healthy woman, aged 35 years, married 3 years, had no children. 
Her only ailment had been constipation from childhood. Menstruation was regular 
and painless till February 1906, when it ceased. In the following July, believing 
herself to be pregnant, she consulted Dr. Margaret Joyce, who found a small swelling 
in the pouch of Douglas, and referred her to Miss Ivens. The uterus was the size of 
a five months’ pregnancy, and lying low in the pelvis was a cystic swelling, the size 
of a Tangerine orange. No abdominal tumour, apart from the pregnant uterus, could 
be felt. As it seemed inevitable that the tumour would be an obstruction to labour, 
abdominal section was performed on July 16th. 

On opening the abdomen, the pregnant uterus showed nothing abnormal, but 
behind it, high up on the left side, was the left ovary, enlarged by a dermoid tumour 
to the size of a small orange. This was removed by resection-enucleation, all healthy- 
looking ovarian tissue being left. Bleeding points were controlled by fine silk liga- 
tures. The right ovary, brought up from the pelvis free from adhesions, was the 
seat of a similar, rather smaller tumour, which was removed in the same manner as 
the left. A corpus luteum was present in this ovary and came away with the 
tumour. ‘The abdominal wall was closed in three layers, catgut for the peritoneum 
and silkworm-gut for the rectus sheath. 

The patient made an uninterrupted recovery, and left the nursing home in three 
weeks. 

‘he pregnancy continued, and a healthy child was born on November 28rd, after 
a tedious labour, owing to premature rupture of the membranes. Menstruation re- 
turned three months later, and has since been normal. There is no longer any trouble 
from constipation. 

Dr. Lioyp Roserts (Manchester) recorded a case of 

CmSaREAN SECTION, 
successfully performed on a patient aged 25 years, who suffered from a pelvic 
deformity produced by achondroplasia. He also narrated a case of 
Rupture oF AN Ovarian Cyst, 

occurring in a nulliparous woman aged 52 years. At the operation evacuation of the 
cyst by trocar in the usual way was impossible, owing to the gelatinous character 
of the contents. The wall of the cyst had ruptured, and similar “ jelly-like” material 
was present in the peritoneal cavity. It was impossible to get rid of it all, and a 
considerable quantity was left in the abdomen. There was no constitutional disturb- 
ance, however, and the patient made a good recovery. 
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Dr. Grimspate (Liverpool) related a case of 

Cancer oF THE Cervix 
complicating a 3 months’ pregnancy. The patient was 36 years of age, and had had 
8 children and 1 abortion, the latter 2 years ago. She complained of pain at the 
bottom of the back, and a blood-stained discharge which had existed for 3 months. 
There was also difficulty with micturition, pain on defecation, and loss of weight. 
Vaginal examination revealed an irregular friable growth of the cervix, and the 
uterus was enlarged, corresponding to about 3 months’ pregnancy. Abdominal 
hysterectomy was performed, both Fallopian tubes and ovaries being removed with 
the uterus, and a cuff of vagina and as much cellular tissue as possible. Both ureters 
were exposed for the whole of their pelvic portions. The vagina was closed with 
catgut, and a peritoneal diaphragm was formed. The abdominal wound was sutured 
in three layers. Recovery was good. 

A colour photograph, taken by Lumiére’s process, was shown by Mr. George G. 
Hamilton, and faithfully demonstrated the original colour of the specimen. 

Dr. E. Emrys-Roserts (Liverpool) read a short note on 

IN Cysts OF THE OvaARY, 
illustrated by colour drawings. 

He described the epithelial lining of these cysts as being (1) typical, and (2) 
atypical, the former being the more frequent, although both varieties were occasionally 
met with in the same cyst. He drew attention to the changes in the epithelial cell 
during the formation of pseudo-mucin, and thought it highly probable that the so- 
called “ovarian cells,” or Drysdale’s corpuscles were really aggregations of pseudo- 
mucin granules, and that their identification would have borne out the contention of 
their describer as being pathognomic of this disease of the ovary. 

‘he process of cell dehiscence was also described, as occurring especially in cysts 
lined by more than one layer of epithelium. In the atypical variety cell dehiscence 
is especially marked, and represents the last stage in the life history of the epithelial 
cell. ‘The living cell is capable not only of the production but also of the extrusion 
of pseudo-mucin, the dead cell is filled with the substance which it cannot extrude, 


hence it ceases to be any longer a uni-cellular gland, and tightly distended, is shed 
into the lumen of the gland acinus. 
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REVIEWS OF RECENT BOOKS. 


Dit GEBURTSLEITUNG BEI ENGEM BeEcKEN. von Dr. Oskar Birger, 1 Assistent 
der 1 Geburtshilflichen Klinik in Wien. Wien: Verlag von Joseph Safar. 1908. 
Pp. 195. Price 5 marks. 

The author feels that it is time for reconsideration of the subject of the best 
methods to be adopted in the conducting of labour with contraction of the pelvis, 
since in the last few years new and improved surgical methods have been brought 
into the field. Careful statistics of a large number of cases are necessary for this 
reconsideration. 

Dr. Birger’s book is based on the whole material of the Klinik from 1892 to 
1906, during which time there were 49,375 patients delivered in the Klinik, and 
among them 4,240 with contracted pelvis, i.e., 8°5 per’ cent. 

The preface, written by Professor Schauta, contains what may be taken as the 
object with which the book was written. ‘Perhaps we may come to the fulfilment 
of Pinard’s ideal, at the present day still apparently beyond our reach, “To sacrifice 
no infant in the interest of the mother.”’ 

The contracted pelves are divided into 4 classes with a true conjugate of 6°5cm. 
as the lower limit. Below this measurement a living child cannot be born per vias 
naturales without severe injury to the mother, except with widening of the pelves. 
The four classes are: (i) conj. 10cm.—9°6; (ii) conj. 9°5cm.—8°6; (iii) conj. 
cm.—7°6, and (iv) conj. 7°5cm.—6'5. 

All cases aré included, even those in which the treatment was begun outside the 
Klinik, except (a) cases of atypical contraction, e.g., Naegele’s oblique pelvis, the 
spondylolysthetic pelvis, etc., in which the course of labour is atypical and not easily 
brought into comparison with the results of other authors; (b) cases which were com- 
plicated, e.g., by eclampsia, placenta previa, etc; and (c) cases in which the child 
weighed less than 441bs. Only in cases where accurate measurements had been taken 
was the pelvis said to be contracted; probably in many cases of slight contraction, in . 
which the labour was easy and smooth, no measurements were taken. New instru- 
ments for exact measurement of the true conjugate have been used recently, and it 
has been found that the results obtained by their help have been almost identical 
with those obtained by measurement with a practised hand: 15cm. are deducted 
from the diagonal conjugate in non-rickety, and 2cm. in rickety pelves. 

All cases of foetal death, unless there is certain evidence that the foetus was dead 
before admission to the Klinik, are attributed to the method of delivery adopted. 
One chapter is devoted to the rules and conditions of the Klinik. 

The rule in the Klinik has been “ wait.” Eight cm., except in simple flat pelves, is 
the limit below which it is not worth while to wait for spontaneous termination of 
labour. Between 9cm. and 7cm. have been the indications for symphysiotomy. In 
Schauta’s Klinik no bad after-results of symphysiotomy as regards walking have been 
observed. ‘he author emphasizes the rule of the Klinik that traction with high 
forceps must always be “tentative,” never forcible. The application of ordinary 
forceps is reserved for cases in which assistance is absolutely necessary—mere pain 
and discomfort are not considered to be indications for the giving of help. “We 
find the indication for the application of ‘Schulzange,’ even when the head is low 
down, only in cases where some dangerous complication threatens mother or child. 
We wait for hours when the head is deep in the pelvis before we decide on the 
application of forceps. . . . Practically a wait of 2-3 hours at the outlet of the pelvis 
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gives the indication for forceps.” They very seldom give assistance by traction when 
the breech presents and remains in the upper part of the pelvis, and deprecate the 
use of a blunt hook when the breech is impacted deep down in the pelvis. In this 
case the only traction allowed is applied by the finger in the groin. 

HKighty pages are taken up by a detailed statement of the course of labour in the 
4,240 cases of contracted pelvis. The percentage of spontaneous deliveries is high, 
e.g., among primigravide with flat pelves in which the true conjugate was between 
85 and 76cm. there were 56°4 per cent. spontaneous deliveries, and in primigravide 
with generally contracted pelves with the conjugate diameter of the same measure- 
ment there were 62°7 spontaneous deliveries. With conj. 75—6'5 there were 18 per 
cent. of spontaneous deliveries in primigravide with flat pelves, and 9°95 per cent. 
with generally contracted pelves. 


in 1840 cases of conj. vera between 10 and 9'6cm. there were 89 per cent. of 
spontaneous deliveries. 


In 2486 cases of conj. vera between 9°5 and 86cm. there were 80 per cent. of 
spontaneous deliveries. 


In 840 cases of conj. vera between 8'5 and 76cm. there were 54°4 per cent. of 
spontaneous deliveries. 


In 122 cases of conj. vera between 75 and 65cm. there were 9°9 per cent. of 
spontaneous deliveries. 

The author next discusses the various methods of assisting delivery in the light 
of the statistics gained from this review of 4,240 cases. He thinks that prophylactic 
version is to be advised seldom, because the time at which it can be done is at a 
stage of labour when it is impossible to say with much certainty whether spontaneous 
delivery can occur or not. The best results obtained by prophylactic version were in 
multipare with conj. 9'5—8'6cm. with flat pelves, but even here the results were 
better when the patients were left alone. Comparing the results of prophylactic 
version with previous and later labours of the same patients, it was found that 
sometimes by this method of delivery a living child was born while other methods 
were not successful, but, on the other hand, in some cases dead children were born 
after prophylactic version, although equally heavy children had been expelled alive 
by these same patients by their own unaided efforts. 

Labour was induced prematurely in only 34 cases, i.e., 0°6 per cent. of all cases, 
and 53 per cent. of the infants lived. Birger considers that induction of premature 
labour should be reserved for cases in which the patient has borne large and well- 
developed children previously, who will have overcome some of the difficulties in 
delivery. 1f delivery after induction is not spontaneous, the prognosis is very bad. 

High forceps is seldom indicated, never in severe degrees of contraction. Though 
Birger cannot quite agree with the dictum of Olshausen and Veit that “high forceps 
is, as a rule, as bad for a contracted pelvis as a fist is for the eye,” he considers that 
its field of usefulness is limited. 

Symphysiotomy has been given up in Schauta’s Klinik, and “ hebosteotomies” has 
come in in its place. During the period covered by this work there were 7 symphysio- 
tomies and 16 hebotomies, 14 of the latter being performed in pelves with true con- 
jugate between 8°5 and 76cm. There was no maternal mortality among the 23 cases, 
and only one child died. ‘The author discusses at some length the subject of per- 
foration of a living child, and thinks that hebotomy will diminish the number of 
cases in which this has to be thought of. At present Cesarean section is the opera- 
tion for the child, but must entail some danger to the mother. Hebotomy carries 
with it less danger for the mother and very little more for the child, much less 
danger for the child than any of the other methods of delivery in cases of contracted 
pelvis. 

The last chapter but one is entitled “The principles of the management of labour 
in the future.” Birger looks on the continuance, and even wider application, if 
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possible, of the expectant treatment as being the most important point. Induction 
of premature labour and prophylactic turning must be seldom employed. “Relative” 
Cesarean section must become less common, as hebotomy will take its place in cases 
where the conjugate diameter is between 7 and 8cm. 

Statistics from other German Hospitals are given and compared with those of 
Schauta’s Klinik. 

‘The author is to be congratulated on the way in which he has carried out a most 
laborious task. British obstetricians will find the book interesting and well worth 
reading, though they may find it difficult to agree in toto with the author’s views, 
especially as regards (i) the policy of “ Abwarten,” and (ii) the denunciation of 
induction of labour. 


H. Russert ANDREWS. 


HanpsucH DER GyNAKoLocigz. Bearbeitet von G. Anton, E. Bumm, A. Déderlein, 
K. Franz, F. Fromme, Th. Kleinhans, A. Koblanck, O. Kistner, C. Menge, 
R. Meyer, R. Olshausen, J. Pfannenstiel, A. von Rosthorn, O. Sarwey, 
R. Schaeffer, A. Spuler, W. Stoeckel, J. Veit and G. Winter, Herausgegeben 
von J. Veit. Zweite véllig umgearbeitete Auflage. Mit zahlreichen Abbil- 
dungen. Vols. i and ii, 1907. Wiesbaden: J. F. Bergmann. 


This deservedly famous Handbuch is rather a handy “System” than a “ Hand- 
book,” for it is issued in four volumes, the so-called third, already in print, being 
bound in two halves, which are to all intents and purposes separate volumes. Pro- 
fessor Veit showed great judgement in his choice of contributors when he prepared 
the first edition over ten years ago, and must be congratulated on the care that he has 
bestowed on the revision necessary for this new issue. 

We will briefly review the main features in which this second edition differs from 
the first. The first duty of the critic to his readers in respect to a “System” like 
this Handbook, is to indicate material alterations in the contents of each volume as 
regards the bare arrangement of the different subjects. The changes have been great 
in this case, so that the reader already possessing one volume of the first edition 
which includes an essay of special importance to him, must be warned not to order 
the same volume of that edition, under the impression that it necessarily contains 
that essay. 

‘Ihe essays or articles in the first volume of the new edition are “ Protection from 
Infection in Gynecology” (Franz), “Anomalies in Position, etc., of the Uterus and 
neighbouring Organs” (Kiistner), “Myoma and Fibroma of the Uterus” (Meyer), 
“Astiology, Symptomatology, Diagnosis and Prognosis of Myoma” (Veit), “The 
Electrical Treatment of Uterine Myoma” (Schaeffer), “Palliative Treatment of 
Uterine Myoma and Vaginal Operations” (Veit), “Abdominal Operations for Myoma,” 
“Myoma and Pregnancy ~ (both by Olshausen). 

The second volume includes “Gonorrhceal Affections of the Female Urinary and 
Sexual Genital Organs” (Bumm), “Inflammatory Diseases of the Uterus” (Déderlein), 
“Atrophies of the Uterus” (Déderlein), “Diseases of the Female Urinary Organs 
(Ureters, Bladder, Urethra)” (Stoeckel). 

All our readers acquainted with Professor Veit’s excellent Handbuch will see from 
the above records of the contents of the two volumes that the whole work has been 
extensively re-arranged. We may, for the further convenience of our readers, remind 
them that the first half of the third volume, just issued and shortly to receive notice 
in this Journat, includes articles on Diseases of the Vagina, Sarcoma of the Uterus 
and Mixed Growths of the Uterus, by Professor Veit himself; the second and 
third are on the clinical features of these new growths and not on their pathology. 


310 Journal of Obstetrics and Gynecology 


The two volumes now under consideration cannot well be reviewed at length in 
these pages, but we will make some notice in detail about the views of the authors in 
respect to innovations since the appearance of the first edition. 


A good essay by Franz, of Jena, on Protection from Infection in Gynecology, 
opens the entire series. It includes a very copious table of reference to recent 
writings on Asepsis, Antisepsis, Disinfection of the Hands, Gloves, Air Infection, 
Sterilization of Ligatures, Sutures, Dressings and Instruments, Disinfectants, and— 
mark the signs of the times—last and decidedly least, Drainage. Quantum mutatus 
ab illo! The glove and the mask are in fashion, but drainage is out of date. Let 
those of us who set to work in the eighties remember how essential the tube was held 
to be in those days. Let us also bear in mind that the Germans, in the course of a 
discussion which appeared in the pages of the Zentralblatt fiir Gyndkologie last year, 
admitted that Sir Thomas Watson had already recommended the use of gloves, as a 
prophylactic against puerperal peritonitis, before the middle of the nineteenth century. 

Kistner, of Breslau, contributes an article of over three hundred and fifty pages, 
a small, compact book in fact, on displacements. He has been forestalled in his 
chapter on Prolapse, by Halban and Tandler, but he discards, like all sound writers, 
certain theories, which ought to be held as archeological, on the supports of the 
uterus: “'lhe smooth-musculature moves the uterus but does not support it,” says 
Kistner after a satirical observation about the permanent benefit to be derived from 
operations which shorten the round ligaments. We cannot say, however, that the 
last word has been spoken either on the anatomy or on the treatment of prolapse. 
The author is very sceptical as to the value of after-histories in statistics of special 
operations issued, of course, by the advocates of such procedures. The sources of 
fallacy are well-known to all of us. But Kistner is just, and therefore discusses the 
merits and evils of every variety of operation at considerable length, and illustrates 
several “new” operations by drawings taken from the works of current authorities. 
The “fundamental results’ which he reports with extreme diffidence, seem to be 
published as a sarcasm. “Five cases; Permanent Results 100 per cent.,” “Two 
cases ; Permanent Results 100 per cent.,” read oddly, and we find that Kiistner only 
quotes the statistics of well-known operators. It is fair, in regard to those gentlemen, 
to add that as a rule they candidly admit low percentages of permanent cure in good 
series; as a rule, indeed, these cures are registered as under 75 per cent. There is a 
disposition to fancy that after all it may be better to amputate the uterus than to 
suspend it or to make the vagina narrow. But Kistner shows that four authorities 
unite in demonstrating that total extirpation is by no means followed by certain relief 
from prolapse. The vagina may yield; Martin believes that it should therefore be 
dissected away with the uterus and has acted twice on that belief, with permanent 
benefit. Prolapse, at the best, however, is not a subject about which the gynecologist 
can afford to boast, and Kistner is clearly of that opinion. The author discusses 
with equal judgement the other forms of uterine displacement and their treatment. 
By displaying, as we may express it, current opinions, he has done his best to demon- 
strate how far medical science and art have progressed, since the close of the nineteenth 
century, in the management of displacements. Whilst Dr. Kistner has taken upon 
himself entirely a very heavy subject, and discharged his duties most creditably, four 
eminent writers have combined to compile the essay on a theme more popular with 
the gynecologist, Myoma of the Uterus. Here we can mark time much better. At 
the date of the first edition of the Handbuch “subtotal” hysterectomy was well- 
established, it is still widely advocated, but more radical methods have become 
popular. ‘The question of the conservation of the ovaries has been often discussed 
since then, and we still hear of palliatives. Therefore we naturally seek for the 
more recent views of the learned authors of this Handbuch, on everything that 
concerns fibroids. Indeed, when we see a new edition of any work of this class 
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lying on the table of a medical library, it is almost certain, according to the 
experience of librarians that we will “make” for the chapters on fibroids, and for the 
compilers’ views on Wertheim’s operation for uterine cancer. 

Dr. Robert Meyer undertakes the chapter on the Anatomy and Histogenesis of 
fibroids alone, Carl Gebhard having died since the first edition was published. 
Meyer does not omit to indicate that our knowledge of a complication of clinical 
interest, necrobiosis, not infrequent in the fibroid uterus after abortion and childbirth, 
has increased of late years, and he refers to Winter’s recent writings on this and 
other degenerations. Meyer sums up his own researches, which throw light on the 
histology and histogenesis of myoma and fibroma, published in full in various serials 
since 1899. True fibroma of the uterus, he still holds as rare. They must never, 
he writes, be confounded with myoma bearing much connective tissue. 


The editor himself has well revised the chapter on A®tiology, Symptomatology, 
Diagnosis and Prognosis. Veit maintains that prognosis in cases of small fibroids 
is never, at the time they are diagnosed, unfavourable, even when there is bleeding 
the danger is not so great as the patient herself is usually inclined to think. But 
there can be no guarantee that complications prejudicial to life and health may not 
set in, and the editor notes recent opinions on heart disease which, in certain 
cases, seems closely allied to fibroid disease where there is no uterine hemorrhage. 
He adds in leaded type that operative prognosis is the better the earlier operation 
is undertaken. In conclusion, Veit declares that operation alone can really get rid 
of the fibro-myomatous tumour; other treatment is but symptomatic, medical or 
palliative. Dr. Schaeffer contributes the chapter on electrical treatment which the 
Editor ranks as palliative. The author does not appear enthusiastic about his subject, 
but thinks that it would be a pity to strike electrical treatment of fibroids off the 
list altogether, as it is suited to a large class of cases. 

The Editor has undertaken the section on palliative treatment, exclusive of 
electricity. He still insists that a fibro-myoma, as such, does not demand an opera- 
tion for removal either of itself alone or of the uterus as well. But the tumour often 
involves complications. As for symptomatic treatment, he takes into consideration 
the practitioner who cannot always induce his patient to undergo hysterectomy, but then 
hemorrhages at least must be treated. Ergotin never causes the diminution of the 
growth. Atmokausis and Zestokausis are condemned as absolutely dangerous. The 
tissues of the tumour may be extensively cauterized without any beneficial effect, 
whilst hematometra may follow, causing the patient at least much discomfort. Opera- 
tive treatment has become so satisfactory that there appears, according to the 
Editor, to be no room for indirect palliative methods like atmokausis, ligature of the 
uterine arteries, etc. ‘This is precisely the opinion which most of us hold in the 
British Empire. Diet with careful watching is, after all, the true palliative treatment, 
and the only safe alternative, when active measures are called for, is a radical 
operation. The Editor, for some reason, includes vaginal operations for fibroids in 
the same chapter, and lays down some useful rules as to the correct radical operation 
under different circumstances. He thinks that the vaginal operation is specially to 
be recommended in cases of sloughing fibroids, when the uterus itself can very 
possibly be saved. 

Abdominal operations for fibroid are, as before, the subject of a very good mono- 
graph by Professor Olshausen, who still favours the supra-vaginal retro-peritoneal 
variety of hysterectomy. ‘Io the familiar drawings demonstrating the application of 
the ligature to the uterine artery and the suturing of the peritoneum over the stump, 
the author adds some engravings to explain Faure’s modifications. He believes that 
this décollation, practised by the French authority is suitable when the fibroid is 
small or of medium size. Olshausen is in accord with several British gynecologists 
in respecting the ovaries. He disagrees with Krénig and Déderlein, who consider 
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that in a woman above forty those organs need not be taken into account. Olshausen 
is quite averse to removing both ovaries with the fibroid uterus in any woman 
under fifty, who still menstruates regularly. The author is not a convert to 
the principle that total hysterectomy should always be practised. The mortality, as 
recorded by authorities, is much higher than after supra-vaginal amputation, and 
would probably be higher still in the practice of operators of small experience. 
The Chances of malignant degeneration of the stump are, in Olshausen’s opinion, too 
small to induce him to give up the partial operation, save where the fibro-myoma is 
the seat of malignant degeneration or complicated with sarcoma and carcinoma, and 
where the uterus is infected, and lastly where the cervix is the seat of the fibroid 
disease. 

The second volume includes Professor Bumm’s important monograph on gonor- 
rhoea in the female, which we trust will be studied not only by gynecologists but 
also by all doctors interested in the treatment of venereal disease. We cannot feel 
sure that the profession in general and the surgeon in particular are aware what a 
very grave thing neglected gonorrhea in the female may be, although its complications 
in the male have long been recognized. Professor Déderlein’s scientific treatise on 
inflammations of the uterus is of great value, independently of the weight of the 
author’s authority, for he has been careful to study and to publish his opinions on 
the work of others pursued during the opening years of this still infant century. 
The pages treating of the bacteriology of the female genital canal are particularly 
instructive, Déderlein, let us mark, does not imply that after all it is best to take 
away the inflamed uterus; he advocates all reasonable uterine therapeutics such as 
the curette, and the dilator, and admits that vaporization, utterly condemned by 
the Editor of the Handbuch as a palliative in uterine fibroid, is beneficial in some 
forms of uterine inflammation. 

In conclusion, nearly three hundred and fifty pages of the second volume are 
devoted to Stoeckel’s exhaustive treatise on diseases of the urethra, bladder and 
ureters in women. It is quite out of the question to attempt to review in detail so 
long and so important a work. We must note, out of bare justice to the author, that 
twentieth century research and experience, especially in respect to the use of the 
cystoscope, has not been neglected, indeed it is prominent throughout Professor 
Stoeckel’s pages. 


ALBAN Doran. 


Rotunpa Practica, Mipwirery. By E. Hastincs Tweepy, M.D., F.R.C.P.1., 
Master of the Rotunda Hospital, and G. T. Wrench, M.D., late Assistant 
Master. Pp. xix, 464, with 167 figs. London: Henry Frowde, Hodder and 
Stoughton. 1908. Price 16s. net. 


Dr. Hastings Tweedy remarks in the preface to this work that “many recently- 
qualified practitioners are a danger rather than a help to their lying-in patient. For 
this lamentable result the different examining bodies must be held accountable. . . . 
The present system has produced men with considerable theoretical, but a small 
amount of practical, knowledge, and it is for those who find themselves in this 
predicament that this book has been written.” 

Whether a book from which the science of midwifery has been expurgated will be 
more useful than one which deals with both the science and the art of obstetrics is 
a matter of opinion. However, the authors have given, in homely, colloquial 
language, a very full and detailed account of the well known methods used in the 
Rotunda Hospital, and have added much advice as to the manner in which they 
consider that obstetric cases should be conducted in private practice. 
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Extra-uterine pregnancy has been dealt with more fully than is usual in works 

on midwifery, its operative treatment being included. When there is hemorrhage 

threatening death, the practitioner is advised to inject eucaine as a local anesthetic, 

and to open the abdomen without making the ordinary preparations or waiting for 

assistance. The hemorrhage is to be stopped by applying two clamp forceps, one 

internal and the other external to the gestation sac. The operation is to be completed 

in the usual way after the arrival of a colleague and a nurse, who are to bring with 

them the necessary instruments and appliances, the interim being employed in efforts 

to revive the patient. 

The “Treatment” of “7'he non-dilating os” includes the following sentence : 

“If either mother or child show signs of distress, put the patient in the cross-bed 

position, and dilate with Frommer’s dilator or, if you have not got one, with your 

fingers. As soon as you can get the forceps through the os, put them on and deliver 

the child. After delivery, examine and stitch up the cervix, for there is almost 
certainly a bad tear.” Under “Forceps,” however, the following more conservative 
precept occurs. “ Primary indications: 1. 'The os should be fully dilated, so that 
you cannot feel its rim with a finger in the vagina. If you feel the anterior lip and 
can push it up either partly or completely, but the rest of the os is drawn up above 
the largest diameter of the child’s head, you can put on forceps.” One of the most 
interesting sections is that dealing with puerperal infection. Some authorities, how- 
ever, will regard the treatment laid down for sapremia as too dilatory. We read: 
“The lochia becomes heavy or feetid, the pulse quickens, the temperature rises. The 
patient does not appear to be very ill, although she may have some headache and 
loss of appetite. If you do not already suspect retention of some part of the after- 
birth, you give her a purge and quinine, but the temperature and pulse, though they 
may fall, do not remain normal. Within some twelve hours you give her a vaginal 
douche, and she is made no better. Within twelve or twenty-four hours, as the case 
may be, you should give an intra-uterine douche, and on moving the Bozemann’s 
catheter about in the uterus, you may dislodge some pieces of membrane. You must 
put in a wick of gauze as a drain... . unless the temperature and pulse reach 
normal or nearly normal within twenty-four hours, and the lochia are no longer 
offensive, you had better not wait any longer but explore the uterus.” The authors 
thus recommend waiting 48 or 60 hours, “as the case may be,” before exploring the 
uterus of a sapremic patient with rapid pulse, high temperature, foetid lochia, 
headache and loss of appetite. 

There is an appendix consisting of statistics taken from the last three annual 
reports of the Rotunda Hospital. 

‘he illustrations are numerous, and some of them are good. In Fig. 29, however, 
the bladder is represented as below the pubes, although dilatation is far advanced. 
‘The work is well printed on very thick paper, and forms a handsome (and heavy) 
volume. 
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NOTES. 


We have with regret to record the following deaths : 

Dr. Robert Sydenham Fancourt Barnes, M.R.C.P., etc., on February 20th, 1908, 
at the age of 59, less than a year after the decease of his distinguished father. 
Obituary notices appeared in the British Medical Journal and The Lancet, of February 
29th, 1908. 

Dr. William Walter, M.D., F.R.C.S.I1., etc., Ex-President of the North of England 
Obstetric and Gynecological Society and of the Manchester Medico-Ethical Associa- 
tion, on March 17th, 1908, from cardiac failure following influenza, in his 55th year 

Dr. L. H. Laidley, Professor of Gynecology in the University of St. Louis, 
U.S.A., suddenly from apoplexy, at the age of 64, on February 5th, 1908. 

Dr. Vesta D. Miller, for ten years Professor of Obstetrics and Gynecology in 
the College of Physicians and Surgeons at Boston, on February 5th, 1908, at the 
age of 64. 

Dr. William Dana Gross, of Philadelphia, from septicemia, contracted at an 
obstetric operation, on February 8th, 1908, at the age of 47. 

Dr. George Alfred Baxter, of Chattanooga, on February 12th, 1908. He was one 
of the first to perform ovariotomy in Tennessee. 

At Leeds, Dr. John B. Hellier has been appointed to the Chair of Obstetrics 
formerly occupied by Emeritus Professor Charles J. Wright. 

At Paris, Dr. Ribemont-Dessaignes has been appointed Professor of Clinical 
Obstetrics. 

At Géttingen, Privat-Dozent Dr. Richard Birnbaum has been appointed Chief 
Physician to the Frauenklinik. 

At Heidelberg, Dr. Maximilian Neu has been recognized as a Privat-Dozent of 
Gynecology. 

At Lemberg, the title of Extra-ordinary Professor has been conferred on Dr. 
Adam Salowij, Privat-Dozent of Gynecology. 

At Florence, Extra-ordinary Professor Dr. Giuseppe Resinelli has been made 
Ordinary Professor of Obstetrics and Gynecology. 

Dr. Francisco Caruso, Extra-ordinary Professor of Obstetrics at the University of 
Cagliari has been transferred, with his own consent, to the University of Catania. 

In L’Obstétrique for November last, F. Poussingeavu reports the results obtained 
in Paris and the provinces by the benefit societies called Mutualités Maternelles 
established for the aid of lying-in women and their children. On the payment of a 
small sum monthly (in Paris 25 cents.) for nine months before labour, the mother 
becomes entitled to 12 francs a week, for four weeks, on the condition that she does 
not return to work during that time, and, if she suckles the child, she receives an 
additional 10 francs. Help is also given to a more numerous class of eztra- 
statutaires, who have not made these regular payments. The societies have extended 
their operations and each woman is attended by a well-qualified medical man, who 
receives a fee of 30 francs from the society, and she is visited by a lady who pays 
her the weekly allowance. The societies also maintain or subsidize dispensaries for 
children, and co-operate in various schemes for providing milk and other supplies to 
the mothers. Marvellous results have been obtained, not only has the death rate 
been diminished but the birth rate has been increased. 

Consequent upon the death of Professor Budin, L.Obstétrique will in future be 
edited by Paul Bar, assisted by Maygrier, Bonnaire, Boissard, Fabre, Commandeur, 
Macé and Perret. It will, as heretofore, appear every two months, but begins this 
year in February. 
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